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The p a t t e r n of consultation by patients attending 
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Li Ka Shinq psychiatric clinic 
Abstract 
For this thesis information has been obtained on the 
pattern of c o n s u l t a t i o n observed with those patients attending a 
public p s y c h i a t r i c outpatient clinic and has resulted in the 
investigation of b o t h the various factors affecting the risk of 
drop-outs and the n e e d for prolonged and continued attendance. 
The medical notes of patients attending Li Ka Shing 
Psychiatric Clinic in Shatin, Hong Kong during the target subject 
intake period (1st May, 1988 - 30th April, 1989) were reviewed. 
Clinical, demographic and socio-economic data vas gathered for 
all the new patients, and their attendance at the clinic vas 
monitored for the three years following the subject intake period 
(1st May, 1989 - 30tti April, 1992). 
Concerning the pattern of consultation, the resulting 
description of the patients secured the subsequent conclusion(A). 
(A) Patients of the lower socio-economic class constituted the 
majority of p a t i e n t s who were mainly young adults (with a 
slightly higher preponderance of females). The largest referrers 
of psychiatric out-patients were the various departments of the 
general hospital w i t h which the psychiatric clinic is associated, 
followed by the general practitioners. 
I-l 
While the full range of psychiatric diagnoses were 
prevalent in this clinic, about half were of neuroses, and a 
third of psychoses. Referral for assessment and intervention was 
certainly warranted as the morbidities (in the majority of 
patients) were, indeed, significant. 
A comprehensive range of services are available within the 
psychiatric outpatient clinic. The majority of patients received 
medication treatment alone or combined with other forms of 
treatment provided by psychiatrists or other auxiliaries. A team 
approach is adopted in the provision of outpatient care in this 
clinic. 
About half the patients studied in this thesis were treated 
and discharged; of these oiUy a small number had arrangements 
made for follow-up in district general health clinics. 
Consequently, the clinic has demonstrated a one-way flow in the 
referral and discharge system. This means that, after the 
necessary specialist treatment has been given and the patients 
conditions stabilized, he or she lias not been referred back to 
the primary care doctor for continuity of care. 
(B) A quarter of patients have been treated and have dropped 
out from treatment over the specified period of follow-up. The 
analytical result showed that the factors which associate with 
the risk of drop-outs included the treatment factors, the 
1 - 2 
extended waiting period between referral and first attendance, 
the total number of weeks attended and the number of sessions 
defaulted. These each have a significant effect on the risk of 
drop-outs. 
(C) A further quarter of patients remained in continued 
attendance at the clinic for several years. This indicated, by 
the end of this thesis, that there existed a substantial 
proportion of the subjects vho were chronic patients. The 
analytical result showed that the factors associated with the 
need for prolonged and continued attendance: the nature of the 
illness factor (i.e. psychoses), the extended waiting period 
between referral and the first attendance, the need for an 
increased number of sessions attended and the increased number of 
psychiatrists that a patient is seen by, would seem to be the 
comparatively greater factors indicating the likelihood in 
prolonged and continued attendance. 
The implications of this tLesis emphasize that the 
preventative, curative and rehabilitative aspects of psychiatric 
outpatient treatment indicating a need for collaboration between 
specialist clinics, general practitioners and patients. 
RecommendatioiiE on the improvement of service delivery and 
suggestions for future works have been discussed. 
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1.1) The problem 
Hong Kong is facing the great challenge of an increasing demand 
for psychiatric rehabilitation services. The number of mentally ill 
people requiring psychiatric rehabilitation services was estimated to 
be 23,516 in 1993(Rehabilitation Division, 1993). The majority of those 
were suffering from functional psychoses (47.1%) and neuroses (31.4%). 
It is projected that by the year 1999, the total number of persons 
requiring psychiatric services will increase to about 25,656, with both 
the functional psychosis and neurosis cases still forming the major 
portions. The lifetime prevalence rates of psychiatric morbidity (as 
reported in the latest survey study by Cheu et al, in 1993 and carried 
out in parts of Hong Kong) were 19.5% for males, and 18.3% for females. 
A similar prevalence for the entire population of Hong Kong was 
suggested by this study(Chen et al, 1993). These findings, from this 
study, help to shed liglit on the prevalence of various forms of mental 
illness in Hong Kong. A more realistic set of numbers of the mentally 一 
ill requiring psychiatric rehabilitation services can be derived from 
Chen et al,(1993)'s survey. 
The need for psychiatric services is likely to be further 
accentuated by increased life expectancy. Between 1986 and 1991, the 
average life expectancy was reported to have increased from 74.0 years 
to 75.1 years for men, and 78.9 years to 80.9 years for women (Census & 
Statistics Department, 1992). This change will increase the chances of 
current psychiatric service users requiring longer continual 
professional care. Allied with the result of advances in medical 
technology and rehabilitation engineering, an increasing demand for 
psychiatric services, in the foreseeable future, seems inevitable. 
The psychiatrists in private practice, the public hospital 
psychiatric clinics, and the public psychiatric outpatient clinics 
found in polyclinics, all share responsibility for providing medical 
and allied treatment to psychiatric patients in the community(Lo, 
1981). Due, however, to the increasing reliance of the people on 
subsidized medical attention (White Paper, 1974), the pressures on 
public hospital and clinic services will continue to develop > This is 
probably due to high private costs, as the majority of these patients 
are using services provided by the public sector, so the majority of 
health costs for most psychiatric patients is borne by the government. 
It is also found that while the number of patients resident in 
psychiatric institutions has been increasing over recent years 
(Hospital Services Department, 1989), as has the outpatient attendances 
at public psychiatric clinics. The number of consultations, as reported 
by the Hospital Services Department, 1990, at Hong Kong public 
psychiatric outpatient clinics increased from 143,985 in 1978 to 
243,892 in 1989. These figures emphasize the itpportance and the v^ell-
established need of psychiatric outpatient treatment in the Hong Kong 
medical system. Attempts to analyze the characteristics of these out-
patients (as well as their overall patterns of consultation) have been 
few. 
Currently, specialised psychiatric services provided by the 
p u b l i c sector are largely dominated by the number of patients suffering 
from functional psychoses (Hospital Services Department, 1990). The 
p s y c h i a t r i c outpatient clinics attached to major public hospitals 
(whose role includes providing follow-up services to discharged 
in-patients) are also likely to be dominated by patients suffering from 
the same disorders. As a result of chronicity, some of these patients 
have relapses while others may carry on with only residual symptoms. It 
is important for such patients to receive continued psychiatric care; 
since there are limited alternative services available, psychiatric 
outpatient clinics must provide follow-up services for them. Patients 
who are chronic but stable can be discharged to local general health 
clinics, but in Hong Kong, unfortunately, the latter are not equipped 
to take care these chronic patients. This leaves the psychiatric 
outpatient clinics no choice but to continue serving them. This has led 
to an unfortunate accumulation of psychiatric patients wbo could 
otherwise be cared for by non-psychiatric physicians. Taking resource 
constraints into account, if the services are constantly occupied by 
one particular type of patient the availability of services to others, 
such as neurotic patients, will obviously be compromised. In daily 
clinical practice, the withdrawing of out-patients from their treatment 
is a regular occurrence. With the current trend towards increasing 
demands, outpatieot facilities have become increasingly important, and 
the failure of patients to attend is both disruptive and worrying for 
the professionals in this area '(Smyth et al, 1990). 
The proportion of monetary resources allocated to mental health 
care is continuously rising (Hong Kong, 1985 & 1993). This is due to 
the government‘s response to inflation, the steady increase in medical 
I, 
and administrative expenses and the number of mentally disabled people. 
Specialised psychiatric services, despite this, are limited by 
inadequate finance, manpower, and lack of a preventive, community-
based mental health care. Most emphasis is put on the psychotic and 
chronic cases. There is less concern for meeting the other widely 
varying needs of other patients such as patients with neuroses. Owing 
to heavy commitment to provide a comprehensive and wide range of 
services, there is currently a long waiting list for new cases 
(Hospital Services Department, 1990). It is clear from this that the 
increasing load on psychiatric outpatient clinics, in this respect, 
should be properly reflected in the allocation of resources. 
1.2) The purpose of the thesis 
The overall pattern of consultation is defined, for the purpose 
of this thesis, as the knowledge of the kinds of patients attending 
psychiatric outpatient clinics, their diagnoses, treatments and 
disposal. It is essential for service providers and decision makers to 
have strategic data from which to form the foundation of policy 
material for efficient planning in outpatient care. This thesis, 
therefore, attempts to describe various factors affecting the overall 
pattern of consultation for patients attending a psychiatric outpatient 
clinic. It is also attempts to provide a better 皿derstanding of 
patients who are currently using psychiatric services in Hong Kong. In 
doing so it is hoped that this will help improve the quality of 
material available and relevant to further planning for future 
psychiatric outpatient services. 
I. 
In the following chapters, a review will be presented for both 
overseas and local research studies relating to the pattern of 





2.1) Provision of Psychiatric Outpatient Services 
2.1.1) General Considerations 
In determining the provision of psychiatric services to the 
community, health administrators generally study the demand before they 
plan their health program (Rehabilitation Division, 1993). Principally, 
health organizations and institutions are structured so as to respond 
to the expressed demand. In other words, patients do not buy the 
service from the phYsician unless they feel some real discomfort or 
otherwise a problem. 
However, whether or not a person seeking help at an outpatient 
psychiatric clinic gets past the first interview often depends on how 
they fit into the clinic's concept of its function (Pvosen et al,1966). 
In this way, the most typical psychiatric outpatient services provided 
are primarily only those deliberately sought by the patients and those 
delivered by the administrators. 
Wing et al, (1972) stated that the fauction o£ psyciiiatric 
outpatient services was comprised of three aspects: 1) to make a 
clinical and social diagnosis, on the basis of which the patient and 
family doctor can be advised concerning further action, 2) to give 
treatment, short-term or long-term, including behaviour therapy, 
psychotherapy, supportive therapy, and pharmacotherapY. At all stages, 
6 
there may be transfer between in-patient, day-patient, and social-care, 
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3) furthering treatment and supervision of discharged in-patients. 
Some reappraisal however might have been expected in view of the 
changes over the past 20 years, in particular, the shift of emphasis 
from hospital to community treatment. Nevertheless, prevention in 
psychiatry should include three aspects; primary prevention, secondary 
prevention and tertiary prevention (Caplan, 1964). Primary prevention 
involves the prevention of illness while secondary prevention is the 
active treatment of an episode of illness in order to reduce symptoms 
to a minimum, and return the patient to normality in the shortest 
possible time, and Tertiary prevention is the prevention of the 
handicap that occurs as a result of illness (Pullen, 1986). Although 
only the latter two aspects have been emphasized in the past, more 
attention is now gradually being paid to the primary preventive step. 
Outpatient care focuses on all three of these preventions. To 
achieve this effectively, the structure of the mental health service 
must be understood. 
1 
A review of historical development in the provision of 
psychiatric services is presented and the changing pattern from 
institutional to co画unity care is emphasized. Hong Kong, being a 
British colony for decddes, naturally follows the British model. 
Therefore, the provision of mental health services in the United 
Kingdom will also help to understand the situation in Hong Kong. 
2.1.2) The United Kingdom Situation 
The Mental Health Act of 1959 (England and Wales) was primarily 
the result of research and advancement in the field of prevention, 
treatment and rehabilitation of mental disorders, which include mental 
illness and mental deficiency. It is also a result of the increasing 
acceptance of the illness, which for many centuries had been a social 
stigma in the United Kingdom. It introduced two new principles; 
firstly, that the arrangements for the treatment of mental illness 
should as far as possible parallel those for the treatment of physical 
illness, and secondly, that provision should be made for the treatment 
of the mentally ill in the community rather than in a hospital (Pullen, 
1986). 
With the emphasis placed less on custodial care and more on 
active treatment and rehabilitation in the community, the policy of 
‘community care' in the United Kingdom has led to a closing down of 
large psychiatric hospitals. In the past thirty years' although the 
number of patients admitted into psychiatric hospitals has increased, 
！ 
there has been a marked decrease in bed numbers. The increased turnover 
of psychiatric in-patients, together with the decrease of the 
psychiatric beds, the increased resettlement of patients in tne 
community, and the increased number of psychiatric out-patients came 
about largely as a result of changing attitudes to care. The discovery 
and introduction of effective new drugs, the deployment of new skills, 
such as electroconvulsive therapy, developed by health service 
professionals, and closer links with the voluntary agencies, the 
community, and other statutory services, also helped in bringing about 
these changes. 
Under the National Health Act of 1964, the Local Government Act 
of 1949, and the Mental Health Act of 1959, the present structure of 
the Mental Health Service has gradually come into being. Under the 
control of the Parliament, the local auttioritY (Social Service 
Department) provides comnmnity care and the Ministry of Health provides 
the National Health Service. The National Health Service is mainly 
responsible for providing treatment facilities to each administrative 
district, known as the local authority, while the local authority 
provides different forms of social services to rehabilitate the 
mentally disordered in the form of community care. Each local authority 
has established a social services department with the aim to 
centralising different forms of social services, avoiding duplication 
of work, and providing better social services to the mental patients. 
The introduction of the National Health. Service in the United 
Kingdom in 1948 allowed psychiatry to develop as a salaried medical 
service undiluted by the demands of private practice. There has however 
been a reduction in the number of mental hospital beds, and psychiatric 
care has become part of the acute care services in the district general 
hospitals. In addition to expanding outpatient facilities, a variety of 
the stepping stones were placed betwean the communitY and the 
hospitals. For example, hostels, day care, and domiciliary visits etc., 
the latter strengthening links between the hospitals and the general 
practitioner. 
The major focus of psychiatric treatment in the United Kingdom 
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until 50 years ago was on the severely disturbed, usually psychotic 
patients in mental hospitals. Since then there has been an increasing 
focus on community and outpatient psychiatric services, notably a 
heightened awareness of the high number of patients with psychiatric 
disorders (Shepherd et al, 1981). 
On the other hand, hospital facilities continue to be required 
for certain conditions, and there is likely to be an increasing need 
for in-patient services primarily for the mentally ill elderly 
patients. Despite full psychiatric services being opened in many 
district general hospitals in the 70s, there were reports that even 
resourceful areas vere deficient in their outpatient care (Brough and 
Watson, 1977). This observation led to further studies for placing 
professionals, including psychiatrists (Brook, 1978), psychologists 
(Johnston, 1978), and social workers (Shepherd et al, 1981) in the 
general practice clinics. 
2.1.3) The provisions of the psychiatric outpatient services in 
Hong Kong 
Hong Kong has gone through tremendous industrialization and 
population growth in the past forty years. Before the 1950s, the 
expansion and development of psychiatric facilities and mental health 
service was a neglected areas of development (Lo, 1981). 
The Castle Peak Hospital, the first large psychiatric hospital in 
Hong Kong, was opened in 1961. In the 1970s, the movement of community 
10 
psychiatry prevailing in western countries began to influence local 
psychiatric thinking (Lo, 1981), and the government began setting up 
psychiatric units in the general hospitals in 1971 (Lo, 1981, 1986; Mak 
et al,1981). 
In 1973, a Medical Development Advisory Committee (MDAC) 
was set up w i t h an aim to advising 、on the development and phased 
implementation of medical and health services in Hong Kong ‘(White 
paper, 1974). This White paper entitled 'The Further Development of 
Medical and Health Services in Hong Kong' acknowledged that the 
pressure on hospital and clinic services would continue to develop, 
arising from the increasing reliance of the people of Hong Kong on 
subsidized medical attention. In the field of mental health, MDAC 
stated specifically that more specialist treatment for psychiatric and 
psychogeriatric patients should be provided. These basic objectives for 
the development of mental health services remain unchanged as of today. 
In 1990, a Working Party on Primary Health Care recommended that 
the co-ordination between primary health care and specialist care 
J 
whether in the hospitals or specialist clinics should be a two-way 
flow. In normal situations, the flow takes place when a primary care 
doctor requires expert advice and therefore refers him or her for 
consultation or treatment in specialist clinics or hospitals. After the 
necessary specialist treatment has been given and the patients' 
condition stabilized, he or she should be referred back to the primary 
care doctor for continuity of care. 
Nowadays, the provision of mental health services is an integral 
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part of the medical and health services in Hong Kong. The development 
of mental health services is comprised of the preventive, curative, and 
rehabilitative services, so that primary prevention (prevention of 
occurrence of illness), secondary prevention (curative measures) and 
tertiary prevention (rehabilitation), can be incorporated into all 
these three areas. 
As one of the specialist services, psychiatric services first 
receive referral at the outpatient clinic, where decision is made for 
the need to have further inpatient or outpatient care. For emergency 
cases, admission to mental hospitals may be channelled through the 
Accident and Emergency Department of the general hospitals. The 
psychiatric outpatient clinics have therefore become an essential part 
of the services available to psychiatric patients. There are at present 
fifteen psychiatric outpatient clinics in Hong Kong, of which three are 
attached to district general hospitals. They provide a wide range of 
services which include assessment, treatment, counselling and after 
care services, to psychiatric out-patients who are referred to the 
clinics on a regional basis (Hospital Services Department, 1990). 
I 
Public psychiatric clinics only charge a nominal fee, and even which 
may be waived in case of financial hardship. The attendance figures 
showed a steady increase in demand for these services over the last few 
years (Hospital Services Department, 1990). 
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2.2) The Problem of Pattern of Consultation 
2.2.1) Brief introduction 
This section consists of two parts. The first part is concerned 
with the theoretical conceptualization of the pathways to psychiatric 
care. This is essential for a basic understanding of this thesis, 
which is about psychiatric out-patients who have come through various 
channels and the accessibility of psychiatric services to the society. 
The second part is a review of the empirical researches relating to the 
factors operative in the selective process between primary care and the 
specialist service, as well as in the overall pattern of consultation. 
This will provide, in addition to the theoretical perspective, 
substantial information on the way these factors, in practice, 
influence the entire pattern. The liypothesis vill be set, based upon 
these factors. 
Twenty years ago. Shepherd and his colleagues, in a large-scale 
study (Shepherd et al, 1981), demonstrated for the first time that most 
mental disorder in the communitY was largely identified and treated by 
the primary care physicians rather than by the psychiatric specialists. 
They found that although patients with, psychological disorders 
constitute cne third of the general practitioner's (GP's) workload, 
only 1 in 20 was referred to see a psychiatrist (Shepherd et al, 1981). 
Since then, several attempts have been made to search for optimum 
models of collaboration between psychiatrists and general 
practitioners. One of these was exemplified by Goldberg and Huxley 
(1980). 
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2.2.2) Theoretical framework 
In conceptualizing the pathway to psychiatric care and its 
selection process, Goldberg and Huxley (1980) presented a simple but 
useful five-level, four-filter model. The higher the level the person 
suffering from psychiatric symptoms reaches, the greater the 
probability he or she will be able to obtain the necessary psychiatric 
care. 
In this model, it is estimated that in any one year a certain 
number of people (about 250 out of every 1000 people) in a society can 
be expected to have psychiatric symptoms. Most of these symptoms are 
mild and short-lived but some may become chronic. 
Not all of the people suffering from psychiatric symptoms are 
able to receive psychiatric care. Whether they do or do not depends 
upon how successfully they pass through the filters. These filters are 
the screening device controlling who vill go on from the preliminary to 
a higher level through a selection process. 
Amongst those people suffering from psychiatric symptoms, only 
some of them (about 230 out of every 1000 people) would come to the 
notice of the medical practitioners, thus reaching the first level of 
the selection process. In the very beginning of this selection process, 
factors which are often referred to as、：illness behaviour' operate in 
the mentally disordered individuals and constitute the first filter. In 
this regard, family members may play an important role in recognizing 
the existence of the psychiatric problem, hence enabling the 
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prospective recipient to taking the first step to receiving psychiatric 
care. 
When the problem is recognized, the general practitioner becomes 
the chief source of consultation. His ability to detect psychiatric 
disorders constitutes the second filter, through wMcli the patient 
proceeds to the second level. The general practitioner may detect some 
of them (about 140 people out of every 1000) as 'psychiatric cases‘ and 
treat most of the psychiatric problems identified with simple 
reassurance and medication (e.g. a minor tranquilliser or 
antidepressants) in a primary-care setting. The remainder, presenting 
mainly physical symptoms, will be treated as though they are physically 
ill. 
Having been detected by the general practitioner, an even smaller 
proportion of these patients (about 17 people out of every 1000) would 
be further filtered through by being referred to the psychiatric 
specialist service. The primary care physicians, acting as the third 
filter in the selection process, are trusted with the responsibility of 
deciding which of the patients will be referred for psychiatric 
outpatient service. 
The final level of the pathway to psychiatric service is 
represented by patients being admitted to the psychiatric hospitals. 
Depending on the number of hospital beds made available by the health 
authorities, the psychiatrist, being the fourth filter in the pathway 
to psychiatric care, plays a gate-keeper role to hospital in-patient 
service. A very small proportion of these people (approximately 6 per 
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1000) will find their way into a psychiatric bed. 
Under usual circumstances, a person suffering from psychiatric 
symptoms would have to go through filters at the respective level to 
obtain the necessary psycliiatric services. Nevertheless, in the 
exceptional case, such as the person displaying acute psychotic 
symptoms, it is possible for one to bypass the entire system and go 
directly from the community to specialist psychiatric care, through the 
emergency and casualty department of a general hospital. 
Following this line of discussion, it is obvious that this model 
of conceptualization of psychidtric illness is process-oriented. Each 
of the filters is selectively permeable so that some individuals are 
more likely to pass through than others. Nevertheless, the selection 
process is important in determining what will be thought of as a 
psychiatric case, and who vill receive help. 
2.2.3) The pattern of consultation 
The most prominent figure in the pathway to psychiatric care, as 
characterized in the British medical system, is the general 
practitioner. Of the four filters, Goldberg and Huxley (1980) 
considered the least permedble one being the referral process between 
the primary care and the psychiatric care. They identified three 
elements that influenced this filter: the nature of the patients, the 
type of service provided, and the approach and education of the general 
practitioners. The first two of these elements are relevant to the 
objective of this thesis. 
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In Kessel and Shepherd's (1962) analysis of the diagnoses of 
outpatients in Buckinghamshire, which excluded the patients discharged 
from the psychiatric beds, they gave no information about the treatment 
or disposal of patients. 
Hopkins & Cooper(1969) performed a study from the experience of 
a single practitioner of the results of psychiatric referrals from one 
city practice over a five-year period. Responses to a postal 
questionnaire sent to all the consultant psychiatrists, and the 
patient's medical records, provided the material basis for study. 
Mezey & Evans(1971) examined to what extent inpatient and 
outpatient vork in the psychiatric hospital service had a complementary 
role, and to what extent their roles could be substituted. Their 
research was carried out in a Greater London Borough, where both 
aspects of the psychiatric service were centred on the local general 
hospital. 
There are several studies containing comprehensive information 
(referral, diagnosis, treatment and disposal) about patients 
attending a hospital psychiatric outpatient department. Kessel and 
Hassall (1965 and 1971) evaluated the functioning of the 励 Plymouth 
Nuffield Clinic, and Kaeser and Cooper (19*71) who investigated a group 
of general practitioner's referrals to the Maudsley Hospital to assess 
the satisfaction gained by the patients and family doctors from such 
consultations, as well as Johnson (1973) who conducted a prospective 
study of all patients attending the 'new patient, clinics at three very 
different psychiatric outpatient clinics in the Manchester area - a 
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university clinic, a district general hospital, and a psychiatric 
hospital. 
The data from these studies will be included and discussed in the 
following paragraphs. 
Demographic data 
Despite the greater prevalence of women presenting psychiatric 
disorders to general practices, many research studies shoved that males 
are more likely to be referred for psychiatric services than females 
(Shepherd et al, 1981; Hopkins and Cooper, 1969; Kaeser and Cooper 
1971; Johnson, 1973). However, some studies also reported that women 
are more likely to be referred by general practitioners (Kessel and 
Hassall, 1971; Mezey and Evans, 1971). 
The age of patients vas shown by these studies to be one of the 
variables in the selection process. Although there vere variations in 
group classification, studies generally agreed that referral rates 
tend to rise to a maximum in the 25 to 35 age group, and to decline 
thereafter; and that those under 40s have a much higher referral rate 
than those over 40s (Shepherd et al, 1981; Hopkins and Cooper, 1969). 
Referral Pattern 
Kessel and Hassall(1965) found the general practitioner to be the 
largest referrer of psychiatric patients. This was similar to that 
reported by other researchers (Kaeser and Cooper, 1971; Johnson, 1973). 
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One reason for general practitioners to refer their patients to 
a hospital, as discussed by Kaeser and Cooper(1971), was that they wish 
the hospital to take over responsibility for looking after their 
patients. 
Duration of illness 
The severity of a patient's chronic illness is one of the many 
operative factors in the pathway to psychiatric care. Hopkins and 
Cooper(1969) reported that patients suffering from chronic illnesses 
are more likely to be referred for psychiatric care than those 
suffering from acute illnesses. In contrast, however, Carey and Kogan 
(1971) in a study of exploration of factors influencing physician 
decisions to refer patients to mental health services found that acute 
patients are more likely to be referred to psychiatrists. 
Nevertheless, this conflicting findings are in line with Goldberg 
& Huxley (1980)'s model in that the duration of illnesses referred for 
specialist psychiatric care clearly depends on both the clinical 
practices of primary care physicians concerned, and the type of service 
offered by the local psychiatric services. 
Symptom Pattern 
Goldberg & Huxley (1980) analyzed the distribution of symptoms 
among patients being referred and receiving psychiatric care. Most 
psychiatric patients had a common core of syaptoms which relate to mood 




Some of these studies (Shepherd et al, 1981; Kaeser and Cooper, 
1971; Johnson, 1973) showed that majority of these patients receive 
drug treatment, while a small proportion was offered psychotherapy, 
sometimes combined with the help from a social worker. Johnson(1973) 
also demonstrated that few patients receiving follow-up treatment as 
hospital out-patients had been offered any treatment that was not 
available in general practice. 
Diagnosis Pattern 
While it was generally agreed that psychotic patients have a 
greater likelihood of obtaining specialist psychiatric care (Kessel & 
Hassall, 1965; Kaeser & Cooper, 1971), it has been reported in other 
studies that the primary care doctor is biasd against referring 
individuals with non-psychotic disorders (Shepherd et al, 1981; Hopkins 
& Cooper, 1969). In psychiatric clinics evidence has shown that short-
term intervention, even for chronic disorders, is possible (Kaeser & 
Cooper, 1971). Apart from this, there are no firmly established 
clinical criteria for referral. The selection oi speridlist care cases 
is being heavily influenced by nonclinical factors(Kaeser & Cooper, 
1971). 
As discussed in section 2.1, although some twenty years ago, 
hospital psychiatric outpatient clinic used to be considered the major 
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p r o v i d e r s of outpatient care, some psychiatrists nowadays are moving 
out of their hospital base and conducting their outpatient clinics in 
the primary-care setting (Brook, 1978). 
On the other hand, research studies on the pattern of 
consultation of psychiatric out-patients in Hong Kong have been scarce. 
However, studies have been conducted on the pathway to psychiatric care 
in Hong Kong, specifically concerning the general practice, and child 
and adolescent patients, which may help to shed light on this area of 
study. 
Cheung et al,(1984) examined the paths to psychiatric care among 
226 patients at a public outpatient clinic and 56 patients at a private 
psychiatric clinic. They reported that the approach of these patients 
to psychiatric services is marked by lengthy delay during vtiich 
patients may get help from tlieir family members or close friends. The 
nature of the patients' presenting complaints were multi-faceted, 
including both psychological and somatic factors. 
Wong(1988) reviewed the medical notes of 96 consecutive patients 
seen in a child and adolescent psychiatric unit of a district general 
hospital in Hong Kong, and came to the conclusion that child 
psychiatric patients do require a full range of therapeutic 
interventions. Following this line of discussion, Wong and Lai(1992) 
demonstrated that the physician within the same district general 
hospital had been the chief referrer among three referral sources. It 
was suggested that a primary health care system which is conducive to 
continuity of care and a heightened awareness of the mental health 
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p r o b l e m s of children, is important in making the effective case 
identification by primary health, care professionals. 
Munro et al, (1991a) studied the referral pattern in a general 
practice. They reported that most psychiatric morbidity was handled 
w i t h i n the unit, especially patients with episodes of anxiety and 
depression‘ It is interesting to note that problems deemed to warrant 
referral were mostly those of younger men. Following this line of 
discussion, Munro et al, (1991b) conducted a survey of the referral 
pattern of 19 general practitioners in Hong Kong. When the result was 
compared to that of British general practitioners, they found that 
there was a difference in the pattern of requests for management 
assistance between the British and Hong Kong general practitioners. The 
Hong Kong general practitioners were more frequently asking for the 
consultant to takeover management, whilst the British general 
practitioners were more likely to request advice and the return of the 
patients to their care. 
Although methodology and setting of these studies varied, it was 
clearly evident that the focus of research on psychiatric out-patients 
since the 70s has been on the services used by the patients providing 
ground for future improvement, as indeed suggested by Kramer(1969). 
Though, no specific method or model has been developed by 
researchers to describe the overall pattern of consultation concerning 
outpatient care, some literature reviews on the implications of 
psychiatric outpatient care tend to focus on the relationship between 
various variables relating to the risk of drop-outs and the need for 
prolonged and continued attendance. 
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2.2.4) F a c t o r s a f f e c t i n g the risk of drop-outs and the need for 
p r o l o n g e d and c o n t i n u e d a t t e n d a n c e 
D r o p - o u t s may be used as a m e a s u r e of outcome of attendance in 
p r o g r a m e v a l u a t i o n . B a e k e l a n d and L u n d w a l l ( 1 9 7 5 ) reviewed patients who 
h a d d r o p p e d out from t r e a t m e n t at psyciiiatric clinics. They noted that 
2 0 - 5 7 % of g e n e r a l p s y c h i a t r i c clinic p a t i e n t s fail to return after 
their first v i s i t . It should be n o t e d that all of these A m e r i c a n 
studies r e f e r to the d r o p p i n g - o u t rate from a service providing 
p a t i e n t ' s w i t h i n d i v i d u a l p s y c h o t h e r a p y only. The findings would 
t h e r e f o r e have l i m i t a t i o n s in u n d e r s t a n d i n g patients receiving care 
in a m e d i c a l s e t t i n g . The following findings are based upon this review 
rather t h a n the o r i g i n a l p a p e r s w h i c h are now u n o b t a i n a b l e . 
1) Age was r e l a t e d to dropping out in three out of the Lo\ir 
studies they c o n s i d e r e d . Thus in b r i e f ( s i x - s e s s i o n ) therapy, younger 
p a t i e n t s were found to be more likely to drop out, while in long-term 
t r e a t m e n t , p a t i e n t s y o u n g e r than 30 or older than 39 years of age were 
found to be more likely to be lost. O n the other hand, in a clinic w i t h 
many general h o s p i t a l referrals, older patients were found to drop out 
sooner. 
2 ) F e m a l e p a t i e n t s were found tc be more likely ^o drop out of 
t r e a t m e n t in the four studies. 
3 ) P a t i e n t s w h o were institutionally referred were more likely to 
drop out t h a n those who were referred by a private physician. 
4 ) P a t i e n t s w i t h more education and income, and from a higher 
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socioeconomic class, generally stayed longer than their less favoured 
compatriots. 
5)0f nine studies that had looked at psychiatric diagnosis, four 
found it to be unrelated to drop-out. However, the other studies 
reported that four diagnostic features vere related to dropping out of 
psychotherapy. These vere: a low level of anxiety and/or depression, 
paranoid symptoms, sociopathic features (as evidenced by aggressive 
behaviour etc.), and alcoholism. 
Another study (Dodd, 1970) examined both demographic and 
treatment variables found that lover-class patients vho vere Negroes, 
or vho were seen by medical students, or who received no drug 
prescriptions, tended to terminate early without their therapist's 
consent. This finding is particularly important to this thesis because 
the patients described here are primarily of lover socioeconomic 
status. 
Smyth et al,(1990) studied all non-attenders previously known to 
the service in England in a medical setting over a six-fflonUi period 
between January-July 1984. Case-note review and outpatient service 
department records for a period of three years before and three years 
after the identified non-attendance provided the socio-demographic and 
clinical data. Four categories of patients were identified Dased on 
their status at the end of the study: a)still in attendance; b)not in 
attendance, but formally discharged or transferred to another catchment 
area; c) lost in follow-up immediately after the identified non-
attendance; d)aiid lost in follow-up during the subsequent three-year 
period. The result showed that the predictive factor for future 
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dropping out included: ICD-9 Diagnosis (personality disorder, neurotic 
disorders, alcohol dependence, drug dependence, adjustment reaction and 
organic brain damage), being married, being employed at the time of the 
non-attendance, and history of at least one previous admission. The 
findings are useful in predicting which of the non-attenders will 
progress to lost in follow-up, but this is not without difficulty in 
predicting and understanding the outcome of attendance of new 
attenders. 
In a study of lowering appointment failure Gates and Colborn 
(1976) reported that 35% of the patients in a neighbour health centre 
scheduled three to four months in advance failed to keep their 
appointment. 
The poor attendance of psychiatric patients might be a 
consequence of the less strenuous efforts made by medical staff to 
preserve their patients relationship with the service has been 
suggested by Lewis & Appleby(1988). They described the attitudes of 
psychiatrists towards individuals with a diagnosis of personality 
disorder. Patients given a previous diagnosis of personality disorder 
were seen as more difficult and less deserving of care compared with 
control subjects who were not. Personality disorder appears to be an 
enduring pejorative judgement rather than a clinical diagnosis and it 
is proposed that the concept of personality disorder be abandoned. 
Spontaneous improvement in referrals to outpatient clinics has 
been documented by Gottschalk et al,(1973). They studied sixty-eight 
patients who came voluntarily to a crisis intervention clinic were 
randomly assigned to one of two groups. Those in the first group 
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received immediate intervention therapy while those in the second were 
put on a waiting list. By the end of six weeks (and after minor changes 
in the makeup of the groups were taken into account) there was no 
significant difference in the psychiatric morbidity scores of the two 
groups: both had improved. The authors conclude that individuals vary 
in both their reactions to life crises and their therapeutic needs and 
that the central issue may not be the recovery itself, but the 
difficulty and pain with which it is achieved. The patients who did not 
receive immediate intervention therapy recovered to the same level as 
those who received immediate care however the second group suffered 
emotional pain by having to wair for treatment. 
On the other hand, the reason for prolonged and continued 
attendance in psychiatric outpatient clinics, as well as its adverse 
effects have been addressed by some researchers. 
In Gask's(1986) study of the outcome when psychiatric out-
patients are seen once only it is stated t h a t、 i f a large number of 
patients are followed—up in the outpatient clinic for long periods, its 
functioning may become less than satisfactory'. 
PomeroY and Ricketts(1985) in a study of long-term attendance in 
the psychiatric outpatient clinic for non-psychGtic illness have shown 
that long-term attendance (greater than one year) was associated with 
acutely ill young, or chronically ill older patients, more active 
initial intervention, and referral within the same hospital group. They 
concluded the ability to function as a referral and treatment centre 
may be improved by increased contact between the psychiatrist and 
C O讓 u n i t y physicians, which could help in promoting appropriate 
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referrals and improve the preparation for patients for such referral. 
The ability appropriately to discharge patients back to their G.P：'s 
care can also be improved. 
Locally, Lai(1986), based on his clinical experience, pointed to 
the fact that there exists in a public psychiatric outpatient clinic a 
large group of mentally ill patients who would be likely to become 
chronic patients. Factors contributing to the needs of long-term 
psychiatric treatment such as these, can be considered to include,* 
illness factors(incurable, disability requiring long-term 
rehabilitation), patients factors(non-compliance, dependence) and 
therapist factors (deficiency of skills, lack of other medical 
resources). The factors contributing to such prolonged and continued 
attendance were however not empirically clarified by Lai. 
Despite some papers addressing the problems of drop-out or 
prolonged and continued atendance separately, it is essential to 
analyze simultaneously the differences between those who dropped-out 
and those who continued to attend, to identify strategies for improving 
the delivery of services to psychiatric out-patients (Chesney et al, 
1983). 
In an attempt to do this, Cottrell et al,(1988) in a study aimed 
to provide attrition rates at all of the various stages of referral, 
assessment, and treatment, for a group of referrals to a typical, 
hospital-based child psychiatry department in the United Kingdom. They 
adopted more comprehensive criteria to measure the outcome of 
attendance. For an attender the possible outcomes of attendance in a 
defined period were broken down as follows: 
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a)drop-outs(attencied once or more than once but family 
u n i l a t e r a l l y terminated treatment) 
b) treated and di sctiarged(agreed termination, that is treatment 
t e r m i n a t e d vitli the therapist's consent) 
c)continued attendance(remained in treatment at the end of a 
specific period). 
Iii this way, both drop-outs and continued attendance could become 
subsets of a model to describe the outcome of attendance. Furthermore, 
Uiis will h i g h l i g h t the differences between patients who dropped out 
and those who did not (that is, vlio have been treated & discharged or 
those who continued attendance). Prolonged and continued attendance can 
be defined as a patient who is still in treatment at the end of the 
period specified by the particular study. 
Generally, research findings illustrate the relationships among 
factors affecting the risk of drop-outs and the need for prolonged and 
continued attendance in a variety of vays, such as demograpliic, socio-
economic data and clinical characteristics. To study the factors 
affecting the risk of drop-outs and the need for prolonged and 
Gontiimed attendance in a public psychiatric clinic in Hoig Kong the 
candidate has selected the fo丄丄o^dng information as relevant to the 
objectives of tlis Mie^^is. 
D e m o g r a p h i c variables: age, and sex; 
Socio-economic variables: educational attainment; 
Clinical variables: 
a)source of referral; 
b)the presence of the following symptom: anxiety and/or 
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depression, paranoid symptoms, aggressive behaviour, alcoholism; 
Otlie use or non use of the medication prescribed, therapist 
factors; 
d)psYchiatric diagnoses can be considered as including psychoses, 
neuroses and other diagnoses; 






OBJECTIVES AND HYPOTHESIS SETTING 
3.1) Objectives 
Based on the above, the objectives of this thesis are summarized 
as follows: 
1) obtain general information describing the characteristics and 
overall patterns of consultation of psychiatric out-patients. 
2) find if there exists a group of out-patients who have been treated 
and have dropped out from treatment (if there was any) by the end of a 
specified period and identify the associated factors contributing to 
the risk of drop-outs for these out-patients. 
3) find if there exists a group of out-patients who have continued 
attendance over a long period of time (prolonged and continued 
attendance, if there vas any) and identify the factors associated with 
their need for prolonged and continued attendance. 
4) to highlight some areas deserving of attention in 
outpatient services in a public psychiatric clinic. 
the delivery of 
3,2) Definition of Essential Terms 
3.2.1) pattern of consultation 
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As stated in the introductory chapter, 、pattern of consultation' 
is defined as the knowledge of the kinds of patients attending 
psychiatric outpatient clinics, their diagnoses, treatments and 
disposal in this thesis. 
3.2.2) Outcome of attendance 
、Outcome of attendance‘ refers to the three categories of 
！ 
patients: drop-outs, treated & discharged, and prolonged & continued 
attendance, based on their status at the end of the study period (three 
years after tlie subject intake period), 
3.2.3) drop-outs and number of defaults 
The criteria for 、drop-outs, patient is difficult to determine, 
as patients may start, attend poorly, and then cease attendance 
altogether, just for a while. Then, perhaps under pressure from family 
or other agencies, tliey may begin again. Thus, in the present context, 
this behaviour is recorded as 'number of defaults' during the specified 
period, as compared to the patients who dropped out entirely. Througiri 
retrospective methods, it was possible to obtain an accurate record of 
patients, attendance for 1-4 years following their admission to clinic 
so as to distinguish whether the patients had dropped out temporarily 
or entirely from treatment. 
Hence, patients vho were 、drop-outs, were operationally defined 
as those who failed to attend despite an appointment being arranged, 
and dropped out entirely within a specified period of follow-up. 
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3.2.4) treated and discharged 
These patients were defined as all those cases where cessation of 
attendance was agreed by the patients or patients‘ family and their 
therapist by the end of a specified period of follow-up. 
3.2.5) Prolonged and continued attendance 
These patients were defined as all those vho were still remaining 
in treatment at the end of the specified period of follow-up (three 
years after the subject intake period). 
3.3) Hypothesis Setting 
Various factors are identified and proved by researchers to have 
influence on the risk of drop-outs and the need for prolonged and 
continued attendance in psychiatric outpatient treatment. They are 
grouped into three categories as previously mentioned (section 2.2):-
demographic, socio-economic and clinical variables. The general 
hypothesis of this thesis is that a)there is an association between 
demographic, socio-economic and clinical factors and the risk of drop-
outs; b)there is an association between demographic, socio-economic and 
clinical factors and the need for prolonged and continued attendance. 
In addition to this the following alternative hypotheses are formed and 
broken down into more details, for more specific hypothetic testing. 
There are a total of fifteen hypotheses which are tested in chapters 
six and seven. The null hypotheses are that a)there should be no 
significant associations between the various factors and the risk of 
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drop-outs; b)there should be no significant associations between the 
various factors and the need for prolonged and continued attendance. 








is an association existing between sex and the risk of 
is an association existing between age and the risk of 
iF an association existiiig between educational 
the risk of drop-outs. 
H4:There is an association existing between source of referral 
and the risk of drop-outs. 
H5':There is an association existing between the presence of 
anxiety symptom and the risk of drop-outs. 
H6:There is an association existing between the presence of 
depression symptom and the risk of drop-outs. 
H7:There is an association existing between the presence of 
paranoia symptom and the risk of drop-outs. 
H8:There is an association existing between the presence of 
aggressive symptom and the risk of drop-outs. 
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H9:There is an association existing between the presence of 
alcoholism symptom and the risk of drop-outs. 
The tenth is based upon Dodd‘s research and the eleventh 
hypothesis is based upon Baekeland and Lundvall(1975)‘s review in 
addition to Dodd (1970)'s paper. 
HIO:There is an association existing between the use of 
medication and the risk of drop-outs. 
Hll:There is an association existing between therapist factor 
(defined as the number of psychiatrist seen) and the risk of drop-outs. 
The twelfth hypothesis is based on Lewis & Appleby (1988)‘s 
suggestions and the conflicting findings between Smyth's findings and 
Baekeland and Lundwall(1975)‘s review. 
H12:There is an association existing between the psychiatric 
diagnoses and the risk of drop-outs. 
The thirteenth hypotheses is based upon Gates and ColbornC1976) 's 
findings, 
H13:There is an association existing between the waiting period 
between referral and first attendance and the risk of drop-outs. 
The fourteen and fifteen hypotheses are based upon Lai(1986)'s 
paper. 
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H14:There is an association existing between therapist factor 
(defined as the number of psychiatrist seen) and the need for prolonged 
and continued attendance. 
H15:There is an association existing between the psychiatric 






4.1) Research Design and Data collection method 
This thesis has been designed to make a study of all new 
out-patients (defined as first time outpatient attenders) receiving 
psychiatric services at a public psychiatric clinic over a specific 
period of time, rather than to study all those patients receiving 
psychiatric service over that period of time. The rationale behind this 
method was simply to include patients having *prolonged and continued 
attendance' who could conceivably form a hard core with special 
c h a r a c t e r i s t i c s . T h i s w a s a c h i e v e d in t h i s t h e s i s b y s e t t i n g the p e r i o d 
of time at four years, of which one year covers the subject intake 
p e r i o d d s t May, 1988 - 30th April, 1989), and three Years covers the 
follow-up p e r i o d d s t May, 1989 - 30th ？Vpril, 1992). The reason for 
studying only new out-patients was to maintain ^conformity' in this 
thesis because other out-patients already receiving psychiatric 
services would have varying treatment histories. 
Retrospective primary data has been collected from the medical 
notes of the target s u b l e t s over a specified period with a structured 
recording schedule. The use of a structured recording schedule ensures 
standardization of question and answers which eases coding, tabulation 
and interpretation. A retrospective study has been selected as the 
method of data collection mainly because of the long ter. follow up 
period involved, and clinic congestion. 
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In addition to the recording schedule, a selected group of 
p s y c h i a t r i s t s , and other auxiliary staff, who have been working in the 
public p s y c h i a t r i c clinic being studied in this thesis, were also 
i n t e r v i e w e d in order to obtain i n f o r m a t i o n from the therapists‘ side. 
Their views will be reflected In the d i s c u s s i o n of the patterns of 
c o n s u l t a t i o n as seen from the therapists‘ side. However, no structured 
questionnaire was used in gathering i n f o r m a t i o n from the therapists‘ 
side, since this research focuses on the p a t t e r n s of consultation on 
the patients' side. In this respect, an open interview approach was 
adopted. P s y c h i a t r i s t s and other auxiliary staff intervie^^ed included; 
Consultant p s y c h i a t r i s t - i n - c h a r g e , Consultant child psychiatrist, 
highly e x p e r i e n c e d p s y c h i a t r i s t s including the outpatient clinic 
p s y c h i a t r i s t — i n — c h a r g e , e x p e r i e n c e d clinical psychologists, and 
p s y c h i a t r i c n u r s i n g officers. 
4.2) Recording Schedule D e s i g n 
A recording schedule consisting of 26 items has been designed and 
by referring to Kramer(1969) and W o n g ( 1 9 8 8 ) and using information 
o b t a i n e d from the therapists' interview and the patient database of the 
department of p s y c h i a t p y . Prince of Wales hospital. A copy of the 
recording schedule is shown in Appendix II. 
The first part of the schedule aims at collecting demographic and 
socio-economic data on the p a t i e n t s . 
The d e m o g r a p h i c data collected are sex(section Al). age(sectioii 
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A2), marital status(section A3), place of birth (section A4), years of 
residence (if not locally born)(section A5), race(section A6), 
composition of family (person living vith)(section A7), number of 
siblings, and sibling order(A8) have been asked. 
The socio-economic data includes type of housing (section A9), 
occupationCsection AlO), and educational attainment(section All). 
The second part of the schedule has been designed to collect 
information on the source of referral (section Bl), the main reasons 
for referral which vere mentioned in the referral letter (section B2), 
and duration of the condition(section B3). 
The third part of the schedule has been designed to collect 
information on principal ICD-9 diagnosis(a diagnosis was made from the 
medical notes according to ICD-9 criteria)(section CI), the number of 
weeks between referral and first attendance (section C2), the total 
number of weeks attended (section C3), the total number of sessions 
attend (section C4), the total number of sessions default (section C5), 
the total number of psychiatrists seen by(section C6) and the outcome 
of attendance (section CI). 
* 
The final part of the schedule has been designed to collect 
information on symptoms (section Dl), Duration of symptoms prior to 
presentation (section D2), treatment (section D3), condition on 
discharge (section D4) and discharge (section D5). 
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4.3) Setting 
The setting for this thesis in the Li Ka Shing Psychiatric 
Clinic situated on the 2nd floor of the Li Ka Shing Specialist Clinic 
of the Prince of Wales Hospital, together with the other medical and 
surgical clinics within the hospital. The hospital was built in 1984 as 
the teaching hospital for the medical school of the Chinese University 
of Hong Kong. It is also the regional hospital of the East New 
Territories district of Hong Kong(Department of Psychiatry, 1991). 
Alongside the inpatient and the day-care services, the Li Ka 
Shing Psychiatric Clinic is a constituent part of the services provided 
by the Department of Psychiatry of the Prince of Wales Hospital, and 
provides specialist services to psychiatric out-patients. Patients 
attending the Li Ka Shing Psychiatric Outpatient Clinic must be 
referred by a doctor and normally by prior appointment only. Priority 
is given to those residing in the East New Territories, especially 
Shatin and Tai Po(Department of Psychiatry, 1991). Both these two areas 
have b e e n undergoing dramatic increases in population in recent 
years(Hong Kong, 1993). 
The total attendance rate for the Li Ka Shing Psychiatric Clinic 
increased from 10,143 in 1990 to 11,339 in 1991, according to a 
restricted report of the Medical Report Office, Prince of Wales 
Hospital, Hong Hong(Prince of Wales Hospital, 1992). The number of 
first time attendants has also risen from 700 to 920 in the same 
period, showing a steady increase in demand for its services. To date, 
the clinic has accumulated a total of 6,300 registered patients amongst 
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which about 4,000' are in active treatment(Department of Psychiatry, 
1991). As it is serving a larger than expected population, there is 
currently a long waiting list of new patients. Nonetheless, all booked 
new patients are screened, and priority is given to those with more 
serious conditions(Department of Psychiatry, 1991). 
4.4) Subjects 
All patients having already completed their first appointment 
with the Li Ka Shing Psychiatric Clinic over the vithin months of 1st 
May 1988 一 30th April 1989 were included in this thesis. The inclusion 
of subjects from this period has been intended to avoid the disturbance 
of removal, as although the clinic started its operations in hay 1984' 
it only moved to its present location in 1986. 
4.5) Data Collection and Processing 
The data collection work for this thesis started on 1st February, 
1992 and was completed on 31st July, 1992. It took place mostly in the 
Li Ka Shing Psychiatric Clinic, but also in the trainee room of the 
p s Y c l i i a t r i c unit, at the Prince of Wales Hospital. 
* 
With the kind permission and assistance of the nursing officer, 
a special area next to the consultation room was reserved for data 
collection. 
It took one to three hours to complete one medical note, which 
included file search and data collection. Usually, it took more time to 
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deal vitli patients who had received long term treatment. 
The opportunity for the identification of subjects arose because 
for some years a register in the psychiatric outpatient clinic has been 
kept for every p a t i e n t . In consequence, it proved a simple n.acter to 
list all p s y c h i a t r i c referrals made during the period 1st May 1988 -
30Ui April 1989 inclusive. Furthermore, the p r a c t i c e lends itself to 
r e s e a r c h of this kind in that every c o n s u l t a t i o n is recorded routinely 
in tiie medical n o t e s . 
Hence, the register was the preliminary source used to trace the 
subjects' files. The medical notes were traced to either the outpatient 
clinic for o u t - p a t i e n t s still receiving ongoing treatment (continued 
attendance) or the Central Medical Records O f f i c e of the Prince of 
wales Hospital for those who had left. No medical notes could be traced 
in 25 instances w h e r e , by perusal of the file requisition form replies 
it was obvious that they were u n t r a c e a b l e b e c a u s e most of these 
patients had failed to keep their initial appointment. Finally, this 
p r o d u c e d a total of 698 p a t i e n t s for inclusion in this thesis 
(representing v i r t u a l l y 100 per cent of the targeted subjects). 
For all p a t i e n t s . r e c e i v i n g ongoing treatment (continued 
attendance) at the time of the inquiry, the medical notes were 
extracted up to April 1992, so as to give a follow-up of not less than 
three years f r o . the first attendance. For those who had left, no 
practical systematic follow-up was possible b e y o n d the termination of 
p s y c h i a t r i c t r e a t m e n t , and so the assessment of condition on discharge 
鶴 then based solely on the patient's clinical condition at that time. 
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Three categories of patients were identified, based on their status at 
the end of the study (three years after the initial year)； those still 
in attendance (continued attendance), those not in attendance, but 
formally discharged or transferred to another treatment setting 
(treated & discnairgeci), and those lose during the follow-up in either 
the subsequent one year initial period or the three-year follov-up 
period (drop-outs). The items of enquiry set out in the recording 
schedule were thus extracted from the medical notes. 
Since different psychiatrists would have their different ways of 
treating patients and writing up their medical notes, efforts have been 
made to prevent misunderstanding by reading through the whole of each 
medical file. The majority of information was of a factual kind, 
provided a retrospective view, and proved to be easily obtainable from 
examination of the medical notes. In the case of the patients who had 
temporarily lapsed from the course of treatment during the specified 
period, a separate recording schedule was used to record ttie content 
and process of their re-entry. The diagnoses reported were always those 
of the treating psychiatrist. The majority used ICD-9 coding but 
occasionally more personal terminology was employed. On these 
occasions, the medical notes will be presented to a field supervisor, 
an experienced psychiatrist (who was himself consulting during the 
intake period of this thesis), who will give a consensus ICD-9 
diagnosis. The same procedure was used for any query in the content and 
process over the course of treatment of any of the subjects. 
After checking and editing, data thus collected from the medical 
notes was entered into a、DBase IV' database and then analyzed using 
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statistical computer, p a c k a g e s . Specilicaily, the 'Statistics Package 
for Social Science' (SPSS) computer program was adopted. Other 
s t a t i s t i c a l models such as the logistics regression analysis was also 
used. 
4.6) Data Analysis 
4.6,1)Descriptive analysis 
The first o b j e c t i v e of this thesis is to obtain general 
information describing the characteristics and overall pattern of 
con sill tat 丄 on of p s y c h i a t r i c out-patients in order t.o answer the general 
type of questions, such as - Who were the out-patients? Where did they 
come from? What did they present? How long had they been suffering? How 
had they been helped? Hov long did it take to help them? What happened 
to tliem in the end? 
Summary statistics of categorical data (e.g. type of housing 
educational a t t a i n m e n t , e t c , ) � 
Summary statistics such as mean 
be p r o v i d e d for the c o n t i n u o u s \ 
11 be presented in tlie form of rates. 
, m e d i u m , and standard deviations will 
riables such as age, number of session 
default and number of psychiatrist seen 
4 . 6 . 2 ) O n t c ^ ^ . analysis - drop-outs vs n o n - d r o j ^ u t s 
The second o b j e c t i v e of this thesis is to examine the associated 
factors contributing to the drop-outs of the patients. Drop-outs rates 
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may be used as an outcome measure in program evaluation. Analyzing the 
differences between drop-outs and those who continue to stay in the 
treatments (non-drop-outs) will identify strategies for improving the 
delivery of services to psychiatric out-patients. 
A logistic regression model has been developed to define the risk 
factors in relation to drop-outs and to predict the risk of drop-outs 
from outpatient treatment(see also Pages 55&58). 
4.6.3)Outcome analysis-Treated & discharged vs prolonged & continued 
attendance 
Tlie third objective of this thesis is to examine the factors 
associated with the need for prolonged and continued attendance. 
Patients who did not drop out(i.e. non-drop-outs)have been further 
divided into two groups: the treated & discliarged group, and the 
prolonged & continued attendance group, based upon the status of 
continued attendance by the end of the follow-up period. 
To investigate the associations between the treated & discharged 
and prolonged & continued attendance, univariate analysis will be used 
and multivariate analysis will then be developed to define the factors 








5.1) The overall pattern of consultation 
5.1.1) Sex and Age 
There were 325 males (representing 46.6%) and 373 females 
(representing 53.4%)[Table 5.1.1]• 
The majority of subjects were found to be between the ages of 20 
and 39 (47.7%), more than twice the number of subjects in any other age 
group. The mean age of all the subjects was 33.6 years of age (S.D.= 
18.594, Median=31). There were also more subjects in the 2 to 19 age 
group, as compared t o the 40 to 59 age group, 22.6% and 19.3% 
respectively. The overall number in the 60 to 88 age group was 
relatively small. 
When sex and age are cross-tabulated, both the peak percentages 
for males and females occur in the 20-39 age group. The percentage of 
females in this age group however is much higher than that of males, 
and slightly higher the 40-59 and 60-88 age groups but much lower in 
the 2-19 age group [Table 5.1.1]. 
5.1.2) Race and Place of Birth 
� 
The majority of the subjects were Chinese (98.1%). The majority 
of the subjects were born in Hong Kong (76.5%), followed by Mainland 
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China (21.3%), which together accounted for 97,8% of all the subjects. 
The rest were either born in Macau or other Asian countries. 
5.1.3) Marital Status 
More than half (53.0%) were single and over one-third (39.1%) 
were married, whereas only 7.9 % vere either cohabiting, divorced, 
separated, or widowed [Table 5.1.3]. 
5.1.4) Persons living vith the subjects 
Most of the subjects(92.8%) were living together with their 
families. Only a small number of them(7.2%) lived in institutions, 
alone or with friends [Table 5.1.4]. 
5.1.5) Number of Siblings and Sibling Order 
Among the total 698 subjects, 356 subjects‘ medical notes carried 
no information on their number of siblings and sibling order. Of the 
remaining 342 patients, 124 were the eldest son /daughter in their 
family: of these, 29 were the only son /daughter. The mean number of 
siblings for the patients was 4,14 (S,D.=2.333) and the median was 4 
which indicates that an equal half of them came from families with 
either more or less than four children [Table 5.1.5A & 5.1.5B]. 
5 1.6) Educational Attainment 
Most of the subjects had received some education. There were only 
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13.5% who had either no schooling, kindergarten or training centre 
education, 46.0% who had attained primary education, 34.7% secondary, 
and 5.8% post-secondary or above [Table 5.1.6]. 
5.1.7) Type of Hodsing 
Nearly half of the subjects were living in government subsidized 
housing. Result shoved that 48.7% of the subjects lived in public 
housing estates, together with 39.1% who lived in private housing, 
which made up 87.3 % of all the subjects. The remaining minority lived 
either in house of home ownership scheme, staff quarters, temporary 
structures or institutions [Table 5.1.7]. 
5.1.8) Occupation 
Of all the subjects, 52.7% vere employed, 42.7% economically 
inactive, and 4.6% unemployed [Table 5.1.8A]. The greater majority 
(97.3%) of the employed subjects were engaged in occupations ranging 
from unskilled labour to intermediate service worker, but a small 
percentage of them were professionals [Table 5.1.8B]. Amongst the 
economically inactive subjects, they were mostly students in full time 
studies (44.6%) and housewives (40.6%) [Table 5.1.8C]. 
5.1.9) Source of Referral 
The various departments of the Prince of Wales Hospital together 
formed the chief source of referral of patients to the psychiatric 
outpatient clinic. The Department of Medicine referred most patients to 
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the clinic (15.5%) whereas the Department of Oncology referred only a 
few (0.4%). The second major source of referral to the clinic was the 
general practitioners, including private psychiatrists. Other 
hospitals, clinics and accidence & emergency departments together 
formed the third biggest referring agent. The Education Department, 
social workers, and schools referred relatively few patients[Table 
5.1.9]. 
5.1.10) Reason for referral 
The most common reasons perceived by the various referrers 
included ; to deal with a patients‘ somatic problems when no medical 
illness was found (18.6% of referrals), to manage anxiety (16.5%), to 
handle patients vho posed insomnia problems (13.3%), to rehabilitate 
discharged inpatients (12,3%), to manage depression (11.1%) [Table 
5.1.10). 
5.1.11) Waiting Period between referral and first attendance 
Regarding the time between referral and the first attendance at 
the clinic, results showed that the mean waiting time was 7.354 weeks 
(S.D.=6.653 veeks) . Half of the patients had to wait for more than six 
» 
weeks, although the period of time ranged from 1 to 45 weeks. 
5.1.12) Presenting symptoms 
The most common presenting symptoms among the subjects were 
somatic symptoms of aches and pains, and crawling sensations (18.3%). 
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other common complaints included; anxiety (17.0%), depressive mood 
(15.2%), insomnia (9.9%), and emotional problem (8.7%), The number of 
presenting complaints for each patient varied and closely reflected the 
pattern of psychopathology identified in each of them. Overall, few 
psychiatric patients manifested psychotic problems. The results 
indicated that the distribution of symptoms among most patients 
receiving psychiatric outpatient care was characterized by having a 
common core of symptoms and/or somatization tendencies relating to 
psychological complaints [Table 5.1.12]. 
5.1.13) Duration of illness(presentincr symptoms) and ICD-9 Diagnosis 
For 51.1 % of the subjects, the onset of illness or the 
commencement of symptomCs) occurred during the period of one year or 
less prior to their consultation. 37.1 % of the patients were having 
symptom(s) from one to three years prior to their consultation and 11.8 
% of patients had their symptoms for more than three years prior to 
their consultation [Table 5.1.13A]. 
Five specific diagnostic groups predominated amongst the 
subjects. These included; Neurotic disorders (29.6%)(of these, 88.0% 
either had a diagnosis of depressive neurosis or anxiety disorder), 
Schizophrenic psychoses (13.3%), Special symptoms or syndrome NOS 
(5.0%), Adjustment Reaction (4.3%), and Paranoid states (4.2%)[Table 
5.1.13B-D]. 
Overall, Neurotic diagnoses made up slightly more than half 
(51.0%) of the established diagnoses. The frequency of psychoses 
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occurred in just less than a third of the subjects (29.0%). Particular 
problems posed by conditions as drug and alcohol dependence, 
personality disorders, organic psychotic conditions, affective 
psychotics, and illnesses specific to childhood are also included in 
the above tvo main diagnostic groups. Otlier diagnoses included; 17.9% 
which were given no clinical diagnoses at all and 2.1% which represents 
a minority group consisting of mental retardation and some other 
diagnoses, given here the collective term miscellaneous diagnosis. 
5.1.14) Treatment 
6,436 psychiatrist sessions vere identified to serve the subjects 
within the specified period. The average number of session attended per 
patient was 9.22 (S.D.=10.05). Half of the patients received equal or 
less than five psychiatric treatment sessions. Many patients (21.8%) 
had one session, although the number of sessions per patient ranged 
from 1 to 81 [Table 5.1,14A]. 
For two-thirds of the patients (63.6%), the duration of treatment 
lasted for less than one year, and for just over a third of the 
patients (36.4%), the duration of treatment lasted for at least one 
year. The median number of psychiatrists seen by psychiatric out-
patient during their course of treatment was 1.00(over 60%), The 
maximum number of psychiatrists the patients had was 10 [Table 
5.1.14A]. 
Regardless of the 514 patients who had never been recorded as 
having defaulted during the course of treatment, the mean number of 
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sessions defaulted by those patients who were recorded as having 
defaulted at some time during their course ot treatment was 1.957 
(Fnedium=1.5, range=10). A considerable proportion of outpatient 
sessions were cancelled simply because the patients defaulted during 
the course of treatment. On average each patient was recorded as having 
defaulted for one in every seven sessions [Table 5.1.14A]. 
Most of the patients (89.9%) who had received treatment from the 
clinic had been rated by the attending psychiatrist to have had marked 
improvement or at least some improvement by the end of the period of 
the thesis [Table 5.1.14B]. 
Medication, alone or with other forms of treatment such as 
p s y c h o t h e r a p y , vas the principal form of treatment for most of the 
subjects. Among other forms of treatment, 12.5% of patients received 
a s s e s s m e n t / t h e r a p y from clinical psychologists, followed by 10.7% who 
received supportive psychotherapy from psyctiiatrists, and 7.7% vho 
received p s y c h o l o g i c a l therapy from psychiatrists. Though the majority 
of the patients received at least one type of treatment during their 
visits to the clinic, the rest (30.8%), seen during the year did not 
require any other form of treatment from the psychiatrists. They were 
mostly given at least some simple counselling or reassurance. Moreover, 
some received establishment of their diagnosis and others received 
various forms of assessment and reports. Concerning social work 
service, only 4.2% of patients were involved, the social workers were 
nonetheless involved often in applying for dependence allowance for 
out-patients. Their main therapeutic resources, however, were 
concentrated principally on former in-patients [Table 5.1.14C]. 
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other types of treatment beyond the provisions of the psychiatric 
outpatient clinic could also be arranged for the patients. 87 subjects 
had been involved in 104 incidences of temporary lapse from tha 
outpatient roll due to admission to the psychiatric inpatient unit or 
day unit of the same hospital, w h i c h led to subsequent re-admission to 
the outpatient roll within the specified period. 
5.1.15) Outcome of Attendance and Discharge 
By the end of the period of follow-up, half of the subjects had 
been treated and discharged from the clinic during the specific period, 
but surprisingly, in only a very small number of cases were subjects 
referred back to general practitioners for follow up. A quarter of the 
patients h a d dropped out from treatment by the end of the period, but 
another quarter of the patients had a contact with the clinic lasting 
for several years and remained in treatment at the end of the specified 
period of follow-up[Table 5.1.15A]. 
Of the 365 patients who were discharged in the specified period, 
17 vere admitted to the in-patient unit of the same hospital (8 from 
psychoses, 7 from neuroses, and 2 from others diagnoses) and 10 were 
admitted to a mental hospital (all psychoses). These 27 discharges 
occurred either u p o n the first session or following their subsequent 
outpatient consultation. 6 were referred to other specialists, 9 were 
offered outpatient appointments back to the care of their regional 
general health clinics and 5 were sent back to the care of their 
private practitioners. 329 patients had no disposal arrangements 
recorded [Table 5.1.15B]. 
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5.2) Diagnostic group of sex and age qrouD 
Among the male patients, 21.8% were diagnosed with neurotic 
disorders, followed by schizophrenic psychoses(13.5%), Neuroses 
specific to childhood(8.9%), psychoses with origin specific to 
childhood (6.7%) and special symptoms or syndrome NOS{5.8%)[Table 
5.2A]. 
Among the female patients, 36,4% were diagnosed with neurotic 
disorders, followed by schizophrenic psychoses(12.2%), affective 
psychoses(5,4%), paranoid states(4.8%), adjustment reactions(4.8%) 
[Table 5.2B]. 
Comparing males and females in the 2-19 age group, males were 
characterized by psychoses and neuroses specific to childhood, whilst 
females were characterized b y the two most common diagnostic groups, 
neurotic disorders and schizophrenic psychoses. 
Moreover, w h e n comparing males and females in the 20-39 age 
group, males as well as females were characterized by neurotic 
disorders and schizophrenia although the proportion of females with 
neurotic disorders vas almostly double that of men. 
In the 40-59 age group, both sexes were dominated by neurotic 
disorders. Again in the 60-88 age group, both sexes vere characterized 
by neurotic disorders , but males were also characterized to an equal 
extent by paranoid states, while females were also characterized to a 
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large degree by organic disorders 
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C H A P T E R SIX 
F A C T O R S A S S O C I A T E D WITK D R O P - O U T S OF PATIENTS 
6.1) B a c k g r o u n d of the d r o p - o u t s group and the non-drop-odts group 
One of the o b j e c t i v e s of this thesis is to examine the associated 
factors c o n t r i b u t i n g to those o u t - p a t i e n t s who have dropped out from 
t r e a t m e n t b y the end of a s p e c i f i e d p e r i o d . Drop-outs rates may be u s e d 
as an o u t c o m e m e a s u r e in p r o g r a m e v a l u a t i o n . Analyzing the d i f f e r e n c e s 
b e t w e e n d r o p - o u t s and t h o s e who c o n t i n u e to stay in the t r e a t m e n t 
p r o g r a m ( n o n - d r o p - o u t s ) will identify strategies for improving the 
d e l i v e r y of s e r v i c e s to p s y c h i a t r i c o u t - p a t i e n t s . 
P a t i e n t s h a v e b e e n d i v i d e d into tvo groups: the drop-outs group 
(N=168), a n d the n o n - d r o p - o u t s group (N=530), based upon the status of 
o u t c o m e of a t t e n d a n c e by the end of the follow-up period. 
6.2 TInivariate a n a l y s i s of r e l a t i o n s h i p between various variables 
and d r o p - o u t s 
O v e r h a l f of the o u t - p a t i e n t s in b o t h the drop-outs group and the 
n o n - d r o p - o u t s g r o u p w e r e female. No s i g n i f i c a n t sex difference b e t w e e n 
these two g r o u p s (P=0.3535). In b o t h groups, half or nearly half of the 
o u t - p a t i e n t s v e r e a m o n g the y o u n g adult group (20-39 years of age), 
f o l l o w e d in d e s c e n d i n g o r d e r by the child and adolescent group (2-19 
y e a r s of age), the o l d adult group (40-59 years of age) and the senile 
group (60-88 y e a r s of age). No s i g n i f i c a n t age difference was found 
b e t w e e n these two g r o u p s (P=0.5137). 
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O v e r h a l f of the p a t i e n t s from the two groups vere single, no 
s i g n i f i c a n t d i f f e r e n c e s in t h e i r m a r i t a l status was found between these 
tvQ g r o u p s (P=0.3370). In b o t h g r o u p s , the greater majority of the o u t -
p a t i e n t s w e r e l o c a l l y b o r n C h i n e s e , living t o g e t h e r with their family 
m e m b e r s . N o n e of t h e s e d e m o g r a p h i c v a r i a b l e s ( p l a c e of birth, race, 
p e r s o n l i v i n g w i t h ) h a v e b e e n found to have a significant a s s o c i a t i o n 
w i t h d r o p - o u t s r a t e s ( P = 0 . 7 5 8 4 , P = 0 . 4 5 9 7 , P = 0 . 7 2 2 5 ) respectively. 
A b o u t half of the p a t i e n t s in the d r o p - o u t s group and n o n - d r o p -
o u t s group w e r e e m p l o y e d , w h i c h was s l i g h t l y m o r e than those who were 
e c o n o m i c a l l y i n a c t i v e . O n l y a very small n u m b e r of patients vere 
u n e m p l o y e d . C o n c e r n i n g the e d u c a t i o n level of p a t i e n t s , in the d r o p - o u t 
and n o n - d r o p - o u t s g r o u p s , most of the subjects received p r i m a r y 
e d u c a t i o n , s e c o n d e d b y s e c o n d a r y or above e d u c a t i o n . Results showed 
t h a t o c c u p a t i o n a n d e d u c a t i o n a t t a i n m e n t showed no significant effect 
u p o n d r o p - o u t s or n o n - d r o p - o u t s (P=0.2804, P = 0 . 4 0 8 1 ) . 
H o w e v e r , h o u s i n g type showed a s i g n i f i c a n t l y association w i t h 
d r o p - o u t s . A s i g n i f i c a n t l y g r e a t e r p e r c e n t a g e of subjects in the n o n -
d r o p - o u t s group w e r e living in a p a r t m e n t s in the Home Ownership Scheme 
t h a n d r o p - o u t s group (100% vs 0 % ) ( P = 0 . 0 2 5 3 ) [ T a b l e 6.2A]. 
A c o m p a r i s o n of those who d r o p p e d out w i t h those who did not 
i n d i c a t e d that six aspects of clinical v a r i a b l e s o n which they differed 
s i g n i f i c a n t l y ; b r o a d d i a g n o s e s , certain kinds of symptoms, certain 
types of t r e a t m e n t , n u m b e r of sessions o u t - p a t i e n t attended, number of 
p s y c h i a t r i s t s the o u t - p a t i e n t was seen by and number of sessions the 
o u t - p a t i e n t d e f a u l t e d . O n the contrary, h o w e v e r , symptom duration in 
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groups and source of r e f e r r a l were n o n - s i g n i f i c a n t ( P = 0 . 6 0 0 7 , P = 0 . 1 2 5 5 ) . 
S i g n i f i c a n c e was found among e a c h b r o a d diagnostic group 
(Psychoses, N e u r o s e s , O t h e r diagnoses) b e t w e e n drop-outs and n o n - d r o p -
outs (P=0.0139). O v e r a l l , the drop-outs rates w e r e slightly less than 
one third (28.7%) in p a t i e n t s with. N e u r o t i c d i a g n o s e s . The drop-outs 
rate of p a t i e n t s w i t h a p s y c h o t i c diagnoses was about a fifth (18.3%). 
D r o p - o u t s rate o c c u r s in s l i g h t l y less than a q u a r t e r of p a t i e n t s with 
O t h e r d i a g n o s e s (20.6%). The five c o m m o n d i a g n o s e s included; A l c o h o l 
/drugs d e p e n d e n c e [ I C D - 9 : 3 0 3 - 3 0 4 ] ( 4 5 , 5 % ) , O r g a n i c d i s o r d e r s [ I C D - 9 : 2 9 0 -
2 9 4 ] ( 3 4 . 6 % ) , P e r s o n a l i t y d i s o r d e r s [ I C D - 9 : 3 0 1 ] ( 3 3 . 3 % ) , Special symptoms 
/ s y n d r o m e N O S [ I C D - 9 : 3 0 7 ] ( 3 1 . 4 % ) , and N e u r o t i c d i s o r d e r [ I C D ~ 9 : 3 0 0 ] 
(30.0%)[Table 6.2B, 6 . 2 1 ] . 
A m o n g all s y m p t o m s w h i c h the p a t i e n t s suffered, only 
e m o t i o n a l ( O . R . = 2 . 2 2 , P = 0 . 0 3 6 2 ) , s u i c i d a l ( O . R . = 0 . 4 7 , P - 0 . 0 2 0 9 ) ' 
I n f a n t i l e A u t i s t i c ( 0 . R . = c>o , p = 0 . 0 0 7 3 ) and a l c o h o l / s u b s t a n c e abuse 
s y m p t o m s (O.R.=0.30, P = 0 . 0 1 4 1 ) shoved s i g n i f i c a n t associations with 
d r o p - o u t s . O u t - p a t i e n t s w i t h symptoms such as emotional, or Infantile 
A u t i s t i c t e n d e d to n o n - d r o p - o u t s . O n the other h a n d , o u t - p a t i e n t s w i t h 
s y m p t o m s that w e r e s u i c i d a l , or of a l c o h o l / s u b s t a n c e abuse, tended to 
drop out from t r e a t m e n t more than those w h o e x h i b i t e d an absence of 
such s y m p t o m s [Table 6 . 2 C - F ] . 
T y p e s of t r e a t m e n t such as p s y c h o l o g i c a l therapy (O.R.=0.51, 
P = 0 . 0 2 0 3 ) a n d s u p p o r t i v e p s y c h o t h e r a p y ( O . R . = 0 . 6 0 , P = 0 . 0 4 7 0 ) a d m i n i s t e r e d 
by p s y c h i a t r i s t s w e r e found to be s i g n i f i c a n t l y associated w i t h drop-
outs. The r e s u l t s r e v e a l e d that o u t - p a t i e n t s who, as part of their 
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treatment, had received supportive psychotherapy or psychological 
therapy were more likely to drop out from treatment than those vho had 
not received such therapy [Table 6.2G-H]. 
Compared w i t h out-patients vho dropped out, out-patients who did 
not drop out had a highly significant tendency to attend a greater 
number of sessions(P<0.0001) and to be seen by a higher number of 
psychiatrists(P<0.0001). Moreover, significance was found among number 
of session defaulted{P<0.0001) between drop-outs and non-drop-outs 
[Table 6.2J]. 
6.3 Multiple Logistic R e g r e s s i o n Model of relationship between drop-
outs and v a r i o u s variables 
The aim of the multiple logistic regression analysis is to define 
the risk factors in relation to drop-outs and to develop a logistic 
regression model to p r e d i c t the risk of drop-outs from outpatient 
treatment. The importance of a predictive model of patients vulnerable 
to drop-outs is readily apparent. If a therapist is alert to 
indications of defect, tactics may be implemented to check its 
occurrence. Hence, using the dependent variable, drop-outs versus non-
drop-outs, as a starting point, one may evaluate which independent 
variables from the overall pattern of consultation of out-patients have 
greater relative importance to predict drop-outs. 
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The data set u s e d in this study, c o n s i s t e d of 695 s u b j e c t s、 T h e 
code s h e e t for t h e s e v a r i a b l e s c o n s i d e r e d in this study is given in 
Tablp 6 . 3 A . A l l of the s i g n i f i c a n t or n e a r l y s i g n i f i c a n t variables in 
the u n i v a r i a t e a n a l y s e s were c o n s i d e r e d to be potential vaiiables in 
d e t e r m i n i n g the f a c t o r s r e l a t i n g to d r o p - o u t s , and were thus entered 
into a s t e p w i s e m u l t i v a r i a t e l o g i s t i c r e g r e s s i o n model. Sex and age 
were also c o n s i d e r e d to be p o t e n t i a l v a r i a b l e . T h o u g h they were found 
to have a p r o f o u n d e f f e c t s in other s t u d i e s , they were n o n - s i g n i f i c a n t 
in tlie u n i v a r i a t e a n a l y s i s and stepwise m o d e l of this study. 
The T a b l e 6.3B shows the results of a multiple logistic 
r e g r e s s i o n a n a l y s i s w i t h d r o p - o u t s v e r s u s n o n - d r o p - o u t s as the 
d e p e n d e n t v a r i a b l e . The overall model was statistically significant 
(Chi-square = 1 0 4 , 6 4 4 , df=6, P = . 0 0 0 0 ) , i n d i c a t i n g that it a c c u r a t e l y 
p r e d i c t e d d r o p - o u t s . Patients‘ dro p - o u t s from treatment was 
s i g n i f i c a n t l y a f f e c t e d by; the w a i t i n g p e r i o d b e t w e e n referral and 
first a t t e n d a n c e , the n u m b e r of sessions p a t i e n t s defaulted, the number 
of v e e k s p a t i e n t s a t t e n d e d , use of m e d i c a t i o n , supportive p s y c h o t h e r a p y 
b y p s y c h i a t r i s t s , a n d p s y c h o l o g i c a l t h e r a p y by p s y c h i a t r i s t s . 
The f i n d i n g s are s u m m a r i z e d as f o l l o w s : 
(l)The r i s k of d r o p - o u t s from the t r e a t m e n t was about 2.1 times 
(95% c o n f i d e n c e i n t e r v a l of the odds ratio, 1.34, 3.30) h i g h e r among 
o u t - p a t i e n t s w i t h m e d i c a t i o n t r e a t m e n t s than those not receiving 
m e d i c a t i o n t r e a t m e n t . 
1 o u t - p a t i e n t s d i a g n o s e d of mental r e t a r d a t i o n were excluded from the 
t M u l t i v a r i a t e l o g i s t i c s m o d e l l i n g due to small sample size. 
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(2)Drop-outs from treatment vas about 1.9 times (95% confidence 
interval of the odds ratio, 1.05, 3.38) more often among out-patients 
recei^.^ina supportivf^ psychotherapy by psychiatrists, than those not 
receiving such treatment. 
(3)Drop-outs from treatment was about 2.6 times (95% confidence 
interval of odds ratio, 1.32, 5.00) more likely among out-patients who 
received psychological therapy by psychiatrists, than those not 
receiving this treatment. 
(4)For every extra one week's attendance, the risk for drop-outs 
decreased by 0.98 times (95% confidence interval of odds ratio, 0.97, 
1.08). This means the risk that patients drop out decreases with the 
greater n u m b e r of weeks attended. This implies that number of weeks a 
patient had attended vas negatively related to the incidence of drop-
outs . 
(5)For every extra one week's waiting period between referral and 
first attendance, the risk for drop-outs increased by 1.04 times (95% 
confidence interval of odds ratio, 1.01, 1.07). This means the risk 
that patients drop out increases with the greater number of weeks in 
waiting and implies that the number of weeks a patient had waited for 
the first attendance was positively related to the incidence of drop-
outs . 
(6)For every one extra default from treatment, the risk of 
drop-outs increased by 1.65 times (95% confidence interval of odds 
ratio, 1.36, 2.01). This implies that the number of sessions a patient 
60 
defaulted was positively related to the incidence of drop-outs. 
(7)DiagnoFis is not significant to enter the stepwise model, with 
the mentioned variables in the model. Its significance in the 




FACTORS ASSOCIATED WITH PROLONGED AND CONTINUED ATTENDANCE 
7.丄）Background of the treated k discharged group and prolonged & 
continued attendance group 
One of the objectives of this thesis is to describe a group of 
out-patients who have been in ongoing treatment (prolonged and 
continued attendance) for 3-4 years following the subjects intake 
period. Analyzing the differences between treated & discharged group 
and prolonged & continued attendance group who continue to stay in the 
treatment program vill make an attempt possible to look at service 
provision in relation to the various problems presented by the 
patients. Although these data do not allow the direct evaluation of 
services, it provides a base for an additional evaluation of services 
which, may identify strategies for improving the delivery of services to 
psychiatric out-patients. 
Patients vho did not drop out have been further divided into two 
groups: the prolonged & continued attendance group {N=152), and the 
treated & discharged group (N=378), based upon the status of continued 
attendance by the end of the follow-up period. 
2) Tinivariate analysis of rf^lationship between various variables 
and prolonged & contimied attendance 
It is 
noted that significant association in age exists between 
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the t r e a t e d & d i s c h a r g e d group and p r o l o n g e d & c o n t i n u e d a t t e n d a n c e 
g r o u p . C h i l d and A d o l e s c e n c e age group (2-19 years of age) wera found 
signifi c a n t l y h i g h e r in p r o l o n g e d & c o n t i n u e d attendance group. while 
in all o t h e r age groups, t r e a t e d & d i s c h a r g e d group tended to become 
more i n v o l v e d (P=0.0111). The largest age group of p r o l o n g e d and 
c o n t i n u e d a t t e n d a n c e group were y o u n g adults followed by child and 
a d o l e s c e n t , the old a d u l t s , and f i n a l l y the e l d e r s [ T a b l e 7.2A]. 
O t h e r d e m o g r a p M c factors such as m a r i t a l status, p l a c e of birth, 
race, p e r s o n l i v i n g w i t h , o c c u p a t i o n were c o n s i s t e n t l y not a s s o c i a t e d 
w i t h the t r e a t e d & d i s c h a r g e d and p r o l o n g e d & c o n t i n u e d a t t e n d a n c e 
group. T h e m a j o r i t y of the subjects in the p r o l o n g e d and c o n t i n u e d 
a t t e n d a n c e g r o u p v e r e e m p l o y e d , followed by those who were e c o n o m i c a l l y 
i n a c t i v e (students or h o u s e w i v e s ) , (P=0.4368, P = 0 . 2 4 2 5 , P = 0 . 2 1 3 8 , 
P = 0 . 5 0 4 3 , P = 0 . 9 0 3 8 ) . 
P a t i e n t s w h o were t r e a t e d and d i s c h a r g e d s i g n i f i c a n t l y tended to 
live in p r i v a t e or t e m p o r a r y h o u s i n g , w h e r e a s p a t i e n t s in p r o l o n g e d and 
c o n t i n u e d a t t e n d a n c e t e n d e d to live in p u b l i c h o u s i n g or a p a r t m e n t s in 
H o m e o w n e r s h i p s c h e m e s (P<0.0001). O u t - p a t i e n t s w i t h p r i m a r y or b e l o w 
e d u c a t i o n , t e n d e d to p r o l o n g e d and c o n t i n u e d a t t e n d a n c e , w h i l e those 
w i t h s e c o n d a r y o r above, s i g n i f i c a n t l y tended to have b e e n t r e a t e d and 
d i s c h a r g e d ( P - 0 . 0 0 0 1 ) [ T a b l e 7.2B & 7.2C]. 
R e g a r d i n g the d u r a t i o n of symptoms suffered by the o u t - p a t i e n t s , 
those w h o h a v e b e e n treated and d i s c h a r g e d significantly tended to have 
s u f f e r e d e q u a l or less than one year, while the greater majority of 
o u t - p a t i e n t s in p r o l o n g e d and continued attendance s i g n i f i c a n t l y tended 
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to have suffered from their illness or symptoms for more than one year 
prior to their first co]isultation(P=0.0167) [Table 7.2D], 
Patients referred by various departments of the hospital with 
which the psychiatric clinic is affiliated tended to have been treated 
and discharged. Those in prolonged and continued attendance were 
chiefly referred by the general practitioners in the community, 
followed by the various departments of the same hospital(P=0.043) [Table 
7.2E]. 
Symptoms associated with prolonged and continued attendance 
included; obsessive/ compulsive symptoms(O.R, =7.72, P=0.004), Infantile 
Autistic symptoms (O.R.=9.39, P<0.0001) and hyperkinetic symptoms 
(O.R.=11.77, P<0.0001); whereas, symptoms associated with treated and 
discharged included; other behaviour sYmptoms(O.R.=33.78, P=0.037) 
[Table 7.2F-I]. 
Out-patients with treatment such as use of medication(0.R.=3.40, 
P<0.0001), occupational therapy(O.R.=7.80, P<0.0001), social worker 
(O.R.-3.09, P<0.0036), school placement(0.R.=7.73, P<0.0035), or 
referral to other specialist(O.R,=5.31, P=0.0003) tended to be 
prolonged and continued attendance [Table 1.2J-N]. 
As regard to the broad diagnostic group, out-patients who were 
diagnosed with psychoses tended to prolonged and continued attendance 
(P<0.0001)[Table 7.20]. The morbidity of patients in prolonged and 
continued attendance covered the full range of ICD-9 diagnoses. 20.8 
per cent of the subjects were given diagnoses within the neurotic 
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sphere, while 36.1 per cent were given diagnoses of psychoses. The five 
c o m m o n diagnoses included; psychoses with origin specific to childhood 
[299] 69.2%, other non-psychotic psychoses [298] 66.7%, neuroses 
specific to childhood [313-315] 52«9%, schizophrenia psychoses [295] 
42.4%, and affective disorders [296] 34.6% [Table 6.2B]. 
Regarding the Continuous variable, out-patients in prolonged and 
continued attendance tended to receive more number of session (P< .0001), 
have b e e n seen by more number of psychiatrist (P< .0001), have been 
reported defaulted more(P<.0001) and tended to have waited longer 
interval of their first attendance(P<.0001)[Table 7.2P]. 
7.3) M u l t i p l e Logistic Regression Model of relationship between 
p r o l o n g e d and continued attendance and various variables 
The aim of the multiple logistic regression analysis is to define 
the factors in relation to the need for prolonged and continued 
attendance and to develop a logistic regression model to predict the 
n e e d for prolonged and continued attendance. The importance of a 
predictive model of patients vulnerable to prolonged and continued 
attendance is readily apparent. If a therapist is alert to indications 
of defect, tactics may be implemented to check its occurrence. Hence, 
using the dependent variable, prolonged and continued attendance versus 
treated & discharged, as a starting point, one may evaluate which 
independent variables (from the overall pattern of consultation of out-
patients who do not drop out from treatment) have greater relative 
importance to predict prolonged and continued attendance. 
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The data set used in this study, consisted of 527 s u b j e c t s、 T h e 
code sheet fc^ these variables considered in this study is given in 
Table 7,3A. All of the significant variables in the univariate analyses 
were c o n s i d e r e d to be potential variables in determining the factors 
relating to p r o l o n g e d and continued attendance, and were thus entered 
into a multivariate logistic regression model. The presence of certain 
symptom were not considered to be potential variable. Though they were 
found to be significant in the univariate analysis of this study, it is 
n o t e d that the symptoms (manifested by out-patients or elicited by 
p s y c h i a t r i s t s ) were retrospectively recorded among out-patients. The 
symptoms were m o s t l y prevalent at the early stage of the duration of 
c o n s u l t a t i o n rather than throughout the course of treatment. 
The Table 7.3B shows the results of a multiple logistic 
r e g r e s s i o n analysis with prolonged and continued attendance versus 
treated and discharged as the dependent variable. The overall model was 
statistically significant (Chi-square=272.556, df=10' P=.0000), 
indicating that it accurately predicted the need for prolonged and 
continued attendence. Patients, prolonged and continued attendence was 
significantly affected by; age, diagnosis, occupational therapy, refer 
to other specialist, number of psychiatrist seen by, waiting period 
b e t w e e n referral & first attendance and number of sessions patients 
attended. 
2 out-patients diagnosed of mental retardation were excluded from the 
Multivariate logistics modelling due to small sample size. 
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The findings are summarized as follows: 
(DTiie need for prolonged and continued attendence was about 4.7 
times (95% confidence interval of the odds ratio, 1.42, 15.f^7) higher 
among out-patients with occupational therapy treatment than those not 
receiving such treatment. 
(2)The need for prolonged and continued attendance was about 6.6 
times(95% confidence interval of the odds ratio, 1.47, 29.84) more 
often among out-patients who have been referred to other specialist, 
than those not having been referred. 
(3)The need for prolonged and continued attendance was about 4.4 
times(95% confidence interval of odds ratio, 1.38, 14.0) more likely 
among out-patients who were given a psychosis diagnosis, than those 
given other diagnosis. 
(4)For every extra one session's attendance, the need for 
p r o l o n g e d and continued attendance increased by 1.1 times (95% 
confidence interval of odds ratio, 1.09, 1.17). This means that 
patients' prolonged continued attendance increases with the need for 
greater number of sessions attended. This implies that number of 
sessions a patient had attended was positively related to the prolonged 
and continued attendance. 
(5)For every extra one week's waiting period between referral and 
first attendance, the need for prolonged and continued attendance 
increased by 1.06 times (95% confidence interval of odds ratio, 1.02, 
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1.08). This means the need that patients' prolonged and continued 
attendance increases with the greater number of weeks in waiting and 
implies that the number of weeks a patient had waited for the first 
attendance was positively related to the prolonged and continued 
attendance, 
(6)For every extra one number of psychiatrist seen by, the need 
of the out-patients for prolonged and continued attendance increased by 
1.5 times (95% confidence interval of odds ratio, 1.26, 1.79). This 
means the need that patients‘ prolonged and continued attendance 
increases with the greater number of psychiatrist seen by and implies 
that the number of psychiatrist seen by was positively related to the 
incidence of out-patient's prolonged and continued attendance. 
(7)The need for prolonged and continued attendance vas about 0.33 
times (95% confidence interval of odds ratio, 0.16, 0.69) less likely 
among out-patients who fell within the 20-39 age group when compared 
with those in 02-19 age group. 
(8)The need for prolonged and continued attendance was about 0,21 
times (95% confidence interval of odds ratio, 0.07, 0.62) less likely 
among out-patients vho fell within the 60-88 age group when compared 




C H A P T E R EIGHT 
D I S C U S S I O N 
8.1) The o v e r a l l p a t t e r n of c o n s u l t a t i o n s 
The f i r s t o b j e c t i v e of this thesis is to o b t a i n general 
i n f o r m a t i o n o n the p a t t e r n of c o n s u l t a t i o n by the p a t i e n t a t t e n d i n g a 
p u b l i c p s y c h i a t r i c c l i n i c . The f o l l o w i n g , d i s c u s s i o n of d e s c r i p t i v e 
r e s u l t s , is t h e n g o i n g to p r o v i d e an answer for this. 
8 . 1 . 1 ) S o c i o d e m o g r a p h i c F e a t u r e s 
R e s u l t s of this thesis showed that a p r e p o n d e r a n c e of w o m e n was 
o b s e r v e d in all a g e g r o u p s s u p p o r t e d by p r e v i o u s r e s e a r c h ( K e s s e l & 
H a s s a l l , 1971; M e z e y & E v a n s , 1971) e x c e p t the 2-19 age group w h i c h 
s u p p o r t e d the f i n d i n g s of Wong & Lai, 1992. The m a j o r i t y of p a t i e n t s 
fell w i t h i n the 2 0 - 3 9 age group s u p p o r t i n g p r e v i o u s r e s e a r c h (Shepherd 
et al, 1981; H o p k i n s and Cooper, 1969; M u n r o et al, 1991a). A low 
p r o p o r t i o n of t h e t o t a l subjects were found to be 65 years of age or 
m o r e . M e z e y & E v a n s ( 1 9 7 1 ) r e p o r t e d that the same age group c o n s t i t u t e s 
a l a r g e r i n - p a t i e n t p r o p o r t i o n . This finding is b a c k e d up by statistics 
s u p p l i e d b y H o s p i t a l Services D e p a r t m e n t , 1989. 
The g r e a t e r m a j o r i t y of o u t - p a t i e n t s were living with t h e i r 
f a m i l i e s . T h i s is n o t surprising in view of the h i g h p o p u l a t i o n 
d e n s i t y in H o n g K o n g , Family members may play an important role in 
r e c o g n i z i n g the e x i s t e n c e of p s y c h i a t r i c problems (Goldberg & Huxley, 
1988), h e n c e e n a b l i n g the p r o s p e c t i v e recipient to take the first step 
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in receiving p s y c h i a t r i c care as demonstrated among patients in Hong 
Kong (Cheung et al, 1984). 
Of all thG out-patients in the 20-39 age group, only slightly 
more than half had attained secondary school education or above and 
over half were residents of subsidized housing. The majority of the 
employed subjects were engaged in occupations ranging from unskilled 
labour to intermediate services, vith only relatively few 
p r o f e s s i o n a l s . Taking these points into account, this thesis indicates 
that typically patients were of the lover socio-economic class. 
8 . 2 ) P a t t e r n of Referral 
This thesis showed that the largest referrers of psychiatric out-
patients vere various departments within the same hospital. In 
contrast, in the United Kingdom, a large proportion of referrals to 
hospital p s y c h i a t r i c clinics are made by primary care professionals 
(Kessel & Hassall, 1965; Kaeser & Cooper, 1971; Johnson, 1973). It has 
b e e n speculated that some general practitioners are unwilling to refer 
patients as this will often result in their losing the opportunity to 
follow up treatment themselves (Munro et al, 1991b). Due to the low 
detection power of psychiatric disorders of general practitioners in 
Hong Kong it has b e e n found (Wong & Lai, 1992) that some patients were 
referred to other departments of the same hospital, rather than 
directly to the psychiatric clinic. Furthermore, the big difference in 
referral rates from various departments might have reflected the 
attitudes towards, experiences with, and training in handling patients 
with psychiatric disturbances. 
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Despite the fact that most minor psychiatric morbidity especially 
patients with episodes of anxiety and depression was said to be handled 
within the primary care setting(Munro et al, 1991a), the findings of 
this thesis reveal that managing somatic problems, anxiety, insomnia, 
and depression accounted for almost half of the reasons for referral. 
The average number of sessions attended by patients was over 
nine, suggesting that the various referrers including general 
practitioners intended the psychiatric outpatient clinic to take over 
the management of the patients (Kaeser & Cooper, 1971), and that the 
morbidities in the majority of patients were significant. 
8>1,3)Duration of illness and prevalence of illness 
Most patients were found to be consulting a psychiatrist for the 
first time except those who were inpatient referrals and those who were 
referred by private psychiatrist. Half of them had been suffering from 
their complaint for more than one year prior to presentation to the 
clinic in this thesis. The results of this thesis support the 
conflicting findings of previous studies (Hopkins & Cooper, 1969; Carey 
& Kogan, 1971)• That chronic patients (i.e. those suffering for more 
than one year) get help from family members or close friends during the 
lengthy delay in their approach to psychiatric service, has been 
previously suggested by a local study (Cheung et al, 1984). 
Retrospective studies concerning prevalence of illness in clinics 
depend on the diagnoses by psychiatrists rather than use of various 
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scales to assess functions. Direct comparison with similar studies is 
difficult owing to the relative scarcity of research in Hoiig Kong, 
Despite these reservations, the diagnostic breakdown into broad 
categories (that neuroses accounted for 51% and psychoses for 29% of 
the diagnoses) is similar to that found by Mezey and Evans, 1971, 
Kessel and Shepherd, 1962 and Kaeser and Cooper, 1971. These studies 
are more consistent with this thesis and therefore provide a meaningful 
basis for comparison. 
In the young adult age groups there was found to be a 
p r e p o n d e r a n c e of females with neurotic disorders explained by the high 
p r o p o r t i o n of women among those suffering from the neurotic disorders. 
There may also be a greater tendency for females in the young adult age 
group to be admitted to outpatient services. Also, the fact that many 
patients were diagnosed as having neurotic disorders may reflect the 
tendency in Hong Kong to use this diagnosis with a relatively wide 
criteria. 
The majority of medical notes in this thesis carried no 
information about personality disorders, Personality disorders vere 
reported in 16% of all patients in the Kessel and Shepherd's (1962) 
study and 30% the Kaeser and Cooper's (1971) study. Hence, the virtual 
absence of personality disorders in patients in this thesis is 
striking. It can be speculated that Hong Kong psychiatrists seldom give 
such diagnoses, in order to prevent the stigma of such a diagnosis 
affecting patients. Support for this view is found in the study by 
Lewis & Appleby(1988) describing the attitudes of psycliiatrists towards 
individuals with a diagnosis of personality disorder. 
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No p s y c h i a t r i c a b n o r m a l i t y (miscellaneous or no clinical 
d i a g n o s i s ) w a s found in about one—iiftti of all p a t i e n t s , compared w i t h 
13% in b o t h K e s s e l and S h e p h e r d ' s (1962) study, and Raeser and C o o p e r ' s 
(1971) s t u d y . T h e r e f o r e , this p s y c h i a t r i c clinic does not only serve as 
a t r e a t m e n t c e n t r e , b u t also as a centre for screening p s y c h i a t r i c 
p a t i e n t s . N o n e t h e l e s s , the full range of ICD-9 diagnoses were p r e v a l e n t 
in this c l i n i c . The m o r b i d i t y in the m a j o r i t y of patients was indeed 
s i g n i f i c a n t and r e f e r r a l for a s s e s s m e n t and i n t e r v e n t i o n was c e r t a i n l y 
w a r r a n t e d as c o n c l u d e d b y W o n g & Lai in 1991. 
The d i a g n o s t i c d i s t r i b u t i o n of o u t - p a t i e n t s differed from that 
o b s e r v e d in in-patients^ of the a f f i l i a t e d h o s p i t a l , but schizophrenia 
p s y c h o s e s , a f f e c t i v e p s y c h o s e s , a n d p a r a n o i d states made up the largest 
group in b o t h . D i s c r e p a n c i e s can also be e x p e c t e d depending on w h e t h e r 
the p a t i e n t u n d e r g o e s in the o u t p a t i e n t clinic or h o s p i t a l . P s y c h i a t r i c 
o u t p a t i e n t s t u d i e s t h e r e f o r e o f f e r a p o t e n t i a l l y important source of 
i n f o r m a t i o n for b e t t e r u n d e r s t a n d i n g of p a t i e n t s currently u s i n g 
p s y c h i a t r i c s e r v i c e s in d i f f e r e n t settings. O w i n g to the close 
r e l a t i o n s h i p b e t w e e n i n p a t i e n t and o u t p a t i e n t facilities, large n u m b e r s 
of p s y c h o t i c s a d m i t t e d to i n p a t i e n t f a c i l i t i e s may be followed up later 
in the o u t p a t i e n t c l i n i c . 
8 . 1 . 4 ) P r e s e n t i n g s y m p t o m s 
Uhe five diagnostic groups predominating amongst in-patients(68,2% were 
readmitted patients) of the affiliated hospital in 1988;tlie 二 year as 二 
intake year of this thesis were namely, m descending order, senile & 
preseni!二rganic psychotic conditions, schizophrenia psychoses, affective 
psychoses, paranoid states, and mental retardation. 
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R e t r o s p e c t i v e l y , both the symptoms manifested by out-patients or 
elicited by p s y c h i a t r i s t s were recorded‘ Despite the fact that 29% of 
all the subjects were given a psychotic diagnosis, few psychiatric out-
patients manifested psychotic problems. However, a large majcrity of 
out-patients p r e s e n t e d somatic, anxiety and depression problems as 
p r e s e n t i n g symptoms, either in the first session or persistently during 
the course of their treatment. This difference may be due partly to 
some patients who were discharged from the inpatient unit of the 
affiliated h o s p i t a l , who presented residual symptoms though they had a 
psychotic diagnosis• Thus, the results of this thesis are in line with 
the findings of previous researchers, in that the distribution of 
symptoms among patients receiving psychiatric care are characterized 
mainly by; a c o m m o n core of psychiatric symptoms (Goldberg & Huxley, 
1980), and s o m a t i z a t i o n tendency in the psychological complaints among 
the Chinese (Cheung et al, 1984). 
8.1.5)Treatment and Discharges 
The treatment patterns and team approach found in this thesis are 
similar to previous studies (Shepherd et al, 1981; Kaeser and Cooper, 
1971； Johnson, 1973), in that the majority of patients received drug 
treatment, and a small proportion vere offered psychotherapy, sometimes 
combined with help from a social worker. The general reliance upon drug 
treatment is of particular significance. However this is in keeping 
with the specialist service expected in a clinic in a medical setting. 
Every patient referred to a clinic is provided with adequate sessions 
for the psychiatrist to understand his or her complex problems. Thus 
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use of regular m e d i c a t i o n for many patients might be usual practice. 
This implies that new patients may require more drugs to stabilize 
their conditions, which may account for the high use of drugs in this 
thesis. 
The results of this thesis demonstrated that other types of 
treatment, beyond the provisions of outpatient clinics, can be arranged 
for patients if required. These are facilitated by in-patient or day-
p a t i e n t t r a n s f e r ( W i n g et al, 1972). It has been suggested(Mezey & 
Evans, 1971) that outpatient treatment may replace in-patient treatment 
and that an increase of new outpatient referrals may prevent admission. 
H o w e v e r , the findings of this thesis emphasize that outpatient clinics 
should not be c o n s i d e r e d a homogenous group, and that a large number of 
p a t i e n t s will utilize in-patient or day-patient services at some point 
in their treatment. 
Concerning the discharge of the patients, the clinic in the main 
has d e m o n s t r a t e d a one-way flow in the referral and discharge system. 
That is, after the necessary specialist treatment has been given and 
the p a t i e n t s c o n d i t i o n stabilized, he or she has not been referred back 
to the p r i m a r y care doctor for continued care. It may be that the 
factors determining whether a patient is discharged to the care of a 
p r i m a r y h e a l t h doctor are dependent on the availability of alternative 
services providing follow-up care. The lack of interface between 
primary care doctors in general health clinics or in private practice 
and psychiatric clinics is an issue to be considered in promoting the 
delivery of service. 
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8.2) Factors associated vith the risk of drop-outs 
The second objective of this thesis is achieved by conducting a 
analytical study of the patients who have been treated and have dropped 
out over the specified period. The overall rate of drop-outs in this 
thesis, about 24.0 percent - is in the 20 to 57 percent range reported 
by Baekeland and Lundwall, (1975). Thirteen hypotheses are being 
tested but only two, that is use of m e d i c a t i o n and the waiting period 
between referral and first attendance, demonstrate a statistically 
significant relationship w i t h the risk of drop-outs. The summarized 
results(HI—13) are contained in Table 8.2 shown below. 
TABLE 8.2 ~ SUMMARY ON HYPOTHESES TESTING RELATING 
TO THE RISK OF DROP-OUTS AND THE NEED FOR 





H I There is an association existing 
between sex and the risk of 
drop-outs. 
N Not accepted 
H2 There is an association existing 
between age and the risk of 
drop-outs. 
N Not accepted 
H3 There is an association existing 
between educational attainment 
and the risk of drop-outs. 
N Not accepted 
H4 There is an association existing 
between source of referral and 
the risk of drop-outs. 
N Not accepted 
H5 There is an association existing 
between the presence of anxiety 
symptom and the risk of drop-
outs. 
N Not accepted 
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H6 There is an association existing 
b e t w e e n the presence of 
d e p r e s s i o n symptom and the risk 
of drop-outs. 
N Not accepted 
H7 There is an association existing 
b e t w e e n the presence of paranoia 
symptom and the risk of drop-
outs. 
N Not accepted 
H8 There is an association existing 
b e t w e e n the presence of 
aggressive symptom and the risk 
of d r o p - o u t s . 
N Not accepted 
H9 There is an association existing 
b e t w e e n the presence of 
a l c o h o l i s m symptom and the risk 
of d r o p - o u t s . 
N Not accepted 
HIO There is an association existing 
b e t w e e n the use of medication 
and the risk of drop-outs. 
Y accepted 
H l l There is an association existing 
b e t w e e n therapist factor 
(defined as the number of 
p s y c h i a t r i s t seen) and the risk 
of drop-outs. 
N Not accepted 
H12 There is an association existing 
b e t w e e n the psychiatric 
diagnoses and the risk of drop-
outs . 
N Not accepted 
H13 There is an association existing 
b e t w e e n the waiting period 
b e t w e e n referral and first 
attendance and the risk of drop-
outs . 
Y accepted 
H14 There is an association existing 
b e t w e e n therapist factor 
(defined as the number of 
p s y c h i a t r i s t seen) and the need 
for p r o l o n g e d and continued 
attendance, _ ... 
Y accepted 
77 
H15 There is an association existing Y accepted 
between the psychiatric 
diagnoses and the need for 
prolonged and continued 
attendance. 
The association of use of medication and the risk of drop-outs is 
clearly shown in this thesis. It can be speculated that a patient who 
requires medication may have been suffering from a relatively acute or 
severe illness, vhich taken together with the medications' possible 
side effects, might incline them to drop out from treatment. 
The association of extended waiting period between referral & 
first attendance and the risk of drop-outs is also clearly shovn in 
this thesis. It has been speculated that D H i g h expectation of the 
service may not be met after the extended period of waiting; 2) 
According to the policy in practice of the clinic under study, these 
patients required to wait longer would suffer from less severe 
morbidity (Department of Psychiatry, 1991). It cannot be assumed that 
individuals lost to follow-up necessarily require further psychiatric 
help. 3) Spontaneous improvement in referrals to outpatient clinics has 
been veil-documented (Gottschalk et al, 1973). 4)Moreover, others may 
have sought help elsewhere on their own initiative (Cheung et al, 1984). 
In addition to the variables studied in the hypotheses, four more 
variables, have been found to have an association with the risk of 
drop-outs. 
There exists an association between the number of sessions a 
patient defaulted and the risk of drop-outs. It can be speculated that 
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if each extra session a patient defaults over the course of treatment 
receives no serious counselling immediately from clinic staff this will 
make it easier and more likely for the patient to default from 
treatment again, as they perceive that no damage to their condition 
will result from such actions. 
There exists a negative association between the number of weeks 
a p a t i e n t attends and the risk of drop-outs, that is the longer 
patients attend treatment, the less likely they are to drop out. It is 
speculated that the better chance there is for them to build up good 
relationships with their psychiatrists, and overcome the social stigma 
of psychiatric illness, together with the dependency that will develop 
over time, will combine to encourage patients to continue their course 
of treatment. 
There exist associations between other treatment factors 
(supportive psychotherapy or psychological therapy by a psychiatrist) 
and the risk of drop-outs. It can be speculated that patients who only 
received supportive psychotherapy, or just psychological therapy from 
a p s y c h i a t r i s t , (but who may have received relatively little or no 
m e d i c a t i o n ) may have had doubts about the effectiveness of such 
treatment. It appears from this thesis that the treatment factors 
themselves (the use of medi<:ation, supportive psychotherapy by a 
psychiatrist, psychological therapy by a psychiatrist) could be viewed 
as a risk factor discouraging patients from receiving treatment. 
Support for this view is found in the study by Lewis & Appleby (1988) 
describing the attitudes of psychiatrists towards individuals with a 
diagnosis of personality disorder. Their poor attendance might be a 
consequence of the less strenuous efforts made by medical staff to 
encourage patients continued association with the service (Smyth et al, 
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1990) 
In sum, t r e a t m e n t factors (use of m e d i c a t i o n , supportive 
p s y c h o t h e r a p y or p s y c h o l o g i c a l t h e r a p y by a p s y c h i a t r i s t ) , extended 
w a i t i n g p e r i o d b e t w e e n r e f e r r a l & first a t t e n d a n c e , number of weeks 
a t t e n d e d and n u m b e r of s e s s i o n s d e f a u l t e d . These each have a 
s i g n i f i c a n t effect o n che risk of d r o p - o u t s , 
8.3) F a c t o r s a s s o c i a t e d v i t h p r o l o n g e d and c o n t i n u e d attendance 
The third o b j e c t i v e of this t h e s i s is achieved by analyzing the 
d i f f e r e n c e s b e t w e e n t r e a t e d & d i s c h a r g e d group and p r o l o n g e d & 
c o n t i n u e d a t t e n d a n c e group who c o n t i n u e to stay in prolonged treatment 
p r o g r a m at the end of the s p e c i f i e d p e r i o d (prolonged and continued 
a t t e n d a n c e ) . Tvo h y p o t h e s e s are b e i n g t e s t e d and both, that is 
p s y c h i a t r i c d i a g n o s e s and t h e r a p i s t factor (defined as the number of 
p s y c h i a t r i s t seen), d e m o n s t r a t e a s t a t i s t i c a l l y significant 
r e l a t i o n s h i p v i t h the p r o l o n g e d and c o n t i n u e d attendance. The 
s u m m a r i z e d r e s u l t s ( H 1 4 - 1 5 ) a r e c o n t a i n e d in T a b l e 8.2{see Pages76_77). 
The a s s o c i a t i o n b e t w e e n p s y c h i a t r i c d i a g n o s e s (i.e.psychosis), 
w h i c h m a y simply r e f l e c t the s e v e r i t y of illness, and p r o l o n g e d & 
c o n t i n u e d a t t e n d a n c e was c o n s i s t e n t w i t h logical expectation. The 
n a t u r e of p s y c h o s i s illness such as s c h i z o p h r e n i a is such that reliance 
u p o n o u t p a t i e n t s e r v i c e s is d e s i r a b l e for a long period to monitor 
t r e a t m e n t , this c o n t r a s t s v i t h the n e u r o t i c disorders, for whom 
e v e n t u a l d i s c h a r g e was a m a r k e d feature (Smyth et al, 1990). 
The need for p r o l o n g e d and c o n t i n u e d attendance among patients 
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seen by a h i g h turnover of attending psychiatrists is in line with 
L a i ' s (1S86) report in that p s y c h i a t r i s t factor is an important factor 
in d P t e r m i n i n g the length of treatment. 
In a d d i t i o n to the variables studied in the hypotheses, five more 
v a r i a b l e s , have been found to have an association with the need for 
p r o l o n g e d and continued attendance. 
It has b e e n shown that there is an a s s o c i a t i o n b e t w e e n treatment 
f a c t o r s ( o c c u p a t i o n a l therapy, referral to other speciality) and the 
n e e d for p r o l o n g e d and c o n t i n u e d attendance. During the course of this 
t h e s i s the c a n d i d a t e observed a h i g h correlation b e t w e e n occupational 
t h e r a p y i n i t i a t e d from o u t p a t i e n t treatment and children suffering from 
I n f a n t i l e A u t i s m , specific delays in development and mental 
s u b n o r m a l i t y . Some cases were also referred to outside services or 
s p e c i a l t i e s at some stage of treatment. This included referrals to 
o t h e r day c e n t r e s for preschool children, other medical specialties and 
o t h e r a g e n c i e s (Wong, 1988). 
The age factor is another finding which supports this having 
s h o w n that p a t i e n t s either in the young adult or elders group show a 
t e n d e n c y to stay in treatment for a shorter period than those in the 
c h i l d and adolescents group (reference group in this study). Overall, 
this suggests that patients in the child and adolescents group who 
r e c e i v e d o c c u p a t i o n a l therapy or have been referred to other 
s p e c i a l i s t s in the course of outpatient treatment had a more intense 
C O讓 i t m e n t to treatment. It is worth noting that children generally 
tend to suffer from problems which require prolonged observation(Wong, 
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1988). Therefore the above mentioned treatment factors and age factor 
nuiY not have significant implications for improving the service(see 
also page 53). 
A significant factor identified amongst patients in prolonged and 
continued attendance was an extended period between referral and the 
first attendance. As previously mentioned, the relatively long period 
of waiting of this particular group may be due to the practice of the 
clinic in which priority is given to those whose suffering is more 
severe. The higher tendency among these patients who have waited for a 
relatively long interval probably reflects a high motivation to seek 
treatment and a lack of appropriate facilities available to them in the 
communitY. These findings can be used as a justification for offering 
services to those who have been suffering from less severe illness. 
Amongst patients in prolonged and continued attendance there was 
found to be a correlation between the prolonged and continued 
attendance and number of sessions attended. This association is a 
reflection of the workload imposed upon psychiatrists by such patients. 
However, another factor to be considered is the possibility of 
dependency developing over time. 
In sum, the nature of the illness factor (i.e.psychoses), the 
extended waiting period b e t w e e n referral and the first attendance, the 
need for an increased number of sessions attended and the increased 
number of psychiatrists that a patient is seen by. would seem to be the 
comparatively greater factors indicating the likelihood in prolonged 
and continued attendance. 
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8.4) I m p l i c a t i o n s to service d e l i v e r y 
It has been stated by C a p l a n (1964) that p r e v e n t i o n in p s y c h i a t r y 
s h o u l d include three a s p e c t s : p r i m a r y , secondary and tertiary 
p r e v e n t i o n . O u t p a t i e n t care focuses on all three of these aspects. To 
a c h i e v e this e f f e c t i v e l y , the i m p l i c a t i o n s of the findings of this 
t h e s i s m a y be c o n s i d e r e d . 
The m a j o r i t y of the p o p u l a t i o n in H o n g Kong rely on subsidized 
m e d i c a l s e r v i c e s . In this thesis, the low socio-economic class 
c o n s t i t u t e s the m a j o r i t y of p a t i e n t s and most referral for assessment 
and i n t e r v e n t i o n was w a r r a n t e d . At p r e s e n t , p r i v a t e p s y c h i a t r i s t s are 
c h a r g i n g a h i g h price for their services so that only a m i n o r i t y can 
a f f o r d it in the long run. It seems t h e r e f o r e that the psychiatric 
o u t p a t i e n t c l i n i c must c o n t i n u e to p r o v i d e low cost treatment. 
Y e t low cost t r e a t m e n t does not solve the p r o b l e m . In conjunction 
w i t h this there should be some m e a n s to p r o m o t e the awareness of good 
m e n t a l h e a l t h , e f f e c t i v e t r e a t m e n t and r e h a b i l i t a t i o n care. In this 
t h e s i s , the m a j o r i t y of p a t i e n t s vere c h a r a c t e r i z e d by relatively poor 
e d u c a t i o n , and a t e n d e n c y to be living w i t h family members. To promote 
m e n t a l h e a l t h a w a r e n e s s , some m e a s u r e s should be taken such as 
p u b l i s h i n g of p a m p h l e t s to be d i s t r i b u t e d at the p s y c h i a t r i c clinics. 
To p r o m o t e r e h a b i l i t a t i v e care, it would be advantageous for the 
p s y c h i a t r i s t to encourage the p a r t i c i p a t i o n of other family members in 
the o v e r a l l treatment and r e h a b i l i t a t i o n process whenever appropriate. 
O u t - p a t i e n t s regularly drop out from treatment. With increasing 
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demands, outpatient facilities have become gradually more important, 
and the failure of patients to attend is both disruptive and worrying 
for professionals in this area (Smyth et al, 1990). In this thesis, it 
is found that treatment factors play a role in influencing the risk of 
drop-outs from treatment. It appears that for those patients whose 
suffering requires brief treatment their problems should be addressed 
early in treatment, while those whose suffering requires continued 
attendance should be appropriately prevented from drop-outs. It seems 
that therapist should explain clearly to the patient the aims, scope, 
probable results, side effects, and duration of the kind of treatment 
to which he is assigned, and make sure he understands his role in it. 
In this thesis, it is also found that two of the factors which 
combine to encourage patients to continue their course of treatment, 
are maintaining patients in treatment for a longer period of attendance 
(as reflected by number of weeks patients attended inversely related to 
the risk of drop-outs) and preventing patients from defaulting during 
the course of treatment (as reflected by number of sessions a patient 
defaulted positively related to the risk of drop-outs). From this it is 
apparent that therapists should find out whether a patient has 
previously defaulted, and if he has, explore the reasons for it with 
him thoroughly and right away. 
There is cause for much concern in view of the results of this 
thesis, which suggest that prolonged and continued attendance is 
closely related to the number of psychiatrists a patient is seen by. 
Much could be achieved if the patient could be seen by a minimum 
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turnover of psychiatrists and this could be achieved by the 
ddministration of the clinic under study. 
In the candidate's opinion, there is no one way to promote the 
delivery of service. It is in fact a continuous process aiming at a 
collaboration between specialist clinics, general practitioners and 
patients. It is essential for the psychiatrists in the psychiatric 
clinic, to establish close working relationships with the medical 
practitioners, both in the public and the private sector. Through close 
collaboration the psychiatric clinic can then function as a source 
centre to enable discharge of patients in stable condition. The pattern 
of working also facilitates the delivery of effective, comprehensive 
treatment programmes, on a multi-disciplinary level(V/ong & Lai, 1992; 
Pomeroy & Ricketts, 1985). In addition, such liaison encourages the 
exchange of ideas, and gives opportunity for mutual support among all 
the professionals involved. 
Concerning the government role, as the report of the working 
party on primary care, 1990 stated, the co-ordination between primary 
health care and specialist care whether in the hospitals or specialist 
clinics should be a two-way flow. Ways to mobilize the resources of the 
psychiatric clinic and the local health clinic to lessen the ever 
increasing patient load should be explored. 
Also, from this thesis, it can be seen that the greater the 
number of sessions a patient attends the higher the likelihood of them 
developing a reliance on the service resulting in prolonged and 
continued attendance. It seems that exploration of the facilities for 
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continuity of care must begin early in the course of outpatient 
treatment, especially for those in categories with a need for long-term 
treatment (i.e. psychoses etc.). It seems that short-term, or medium-
term strategies, combined with long-term efforts supplied by general 
health clinics would be a more effective way of providing care in the 
community, allowing psychiatric outpatient clinics to deal with such 
patients. 
Above all, eliminating waiting lists and offering an immediate 
screening service may be most effective method in improving the 
delivery of service. In this thesis, the extended waiting period is 
related both to the risk of drop-outs and the need for prolonged and 
continued attendance. This suggests that much could be achieved if the 
waiting period could be reduced to a minimum. 
8.5) Limitations of this thesis 
This thesis has attempted to contribute towards the understanding 
of the pattern of consultation concerning psychiatric out-patients 
attending psychiatric clinics. Some important limitations in several 
aspects were found to be present 
8.5.1) Methodological Limitations 
One limitation is that the source of data came predominantly from 
medical notes rather than from interviews. Also the fact whole 
operational process, including; identification of subject patients and 
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examination medical notes, retrieval of data, and entry into the 
recording schedule was carried out by one person, could be viewed as a 
limitation. 
Furthermore, this thesis revealed limitations in the 
retrospective data collected from medical notes concerning patients vho 
had first approached the clinic three to four years ago. The drawbacks 
of the retrospective data specific to this thesis include lack of 
information about factors such as the availability of relatives to come 
along with subjects. 
In addition, the subjects in this thesis may not be fully 
representative of the specified period, because the register, on which 
the subjects was based, was found to be not entirely up to date. Thus, 
the process of subject identification depended largely on searching for 
the subjects along the cabinets of medical notes, rather than simply 
following the sequence listed in the register. 
8.5.2) Representativeness of the sample 
Although the clinic in this thesis is typical of the psychiatric 
services provided in the public sector in Hong Kong, no claims could be 
made about the sample's representativeness of psychiatric patients in 
Hong Kong. Taking the sociopolitical context of the health services in 
Hong Kong into consideration, one should note that traditional beliefs 
and practices still persist(Cheung et al, 1984). In addition to 
Western-style medicine in the public sector, many alternative forms of 
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health care are available in the private sector. Individuals are free 
to choose from these alternatives and may utilize them simultaneously. 
This thesis was only conducted in Li Ka Shing Psychiatric Outpatient 
Clinic. The other district psychiatric outpatient clinics were 
neglected, not to mention the private sector. 
Representativeness of the psychiatric out-patients for various 
patterns of consultation being studied is a question. There is an 
assumption that those patients of particular categories of diagnosis 
represent the respective pattern of consultation being studied. It will 
take a very long time to collect a representative number of patients 
for each category of diagnosis. Because of the time constraint, this 
factor was not taken into consideration. 
8.5.3) Design of the recording schedule 
As this is the first attempt to study the pattern of consultation 
of patients attending a psychiatric outpatient clinic, the design of 
the content of the recording schedule depended on what data could be 
derived from retrospective studies of medical notes and their 
interpretation, vhich tended to lower its comparability. However, where 
information was available, the information was sufficiently 
standardized for ambiguities to be minimized. By and large, the data 
reviewed was objective, so that problems associated with retrospective, 
subjective interpretations were reduced. 
Overall, this thesis was limited, since it was a retrospective 
case history review, and it observed the practice of only one 
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o u t p a t i e n t clinic. The effect of generalization 
seem to be few p u b l i s h e d papers concerning the 




of study in 
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CHAPTER NINE 
‘ CONCLUSION AND RECOMMENDATIONS 
9.1) Conclusion 
For this thesis information has been obtained on the pattern of 
consultation observed with those patients attending a public 
psychiatric outpatient clinic and has resulted in the investigation of 
both the various factors affecting the risk of drop-outs and the need 
for prolonged and continued attendance. 
Concerning the pattern of consultation, the resulting description 
of the patients secured the subsequent conclusion(A)• 
(A) Patients of the lower socio-economic class constituted the 
majority of patients who vere mainly young adults (with a slightly 
higher preponderance of females). The largest referrers of psychiatric 
out-patients were the various departments of the general hospital with 
which the psychiatric clinic is associated, followed by the general 
practitioners, 
While the full range of psychiatric diagnoses were prevalent in 
this clinic, about half were of neuroses, and a third of psychoses. 
Referral for assessment and intervention was certainly warranted as the 
morbidities in the majority of patients vere, indeed, significant. 
A comprehensive range of services are available within the 
psychiatric outpatient clinic. The majority of patients received 
medication treatment alone or combined with other forms of treatment 
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p r o v i d e d by psychiatrists or other auxiliaries. A team approach is 
adopted in the p r o v i s i o n of outpatient care in this clinic. 
About half the patients studied in this thesis were treated and 
d i s c h a r g e d ; of these only a small number had arrangements made for 
follow-up in district general health clinics. Consequently, the clinic 
has demonstrated a one-way flow in the referral and discharge system. 
This means that, after the necessary specialist treatment has been 
given and the patients conditions stabilized, he or she has not been 
referred back to the primary care doctor for continuity of care. 
(B) A quarter of patients have been treated and have dropped out from 
treatment over the specified period of follov-up. The analytical result 
showed that the factors which associate with the risk of drop-outs 
included the treatment factors, the extended waiting period between 
referral and first attendance, the total number of weeks attended and 
the number of sessions defaulted. These each have a significant effect 
on the risk of drop-outs. 
(C) A further quarter of patients remained in continued attendance at 
the clinic for several years. This indicated, by the end of this 
thesis, that there existed a substantial proportion of the subjects who 
vere chronic patients. The analytical result shoved that the factors 
associated with the need for prolonged and continued attendance: the 
nature of the illness factor (i.e.psychoses), the extended waiting 
period between referral and the first attendance, the need for an 
increased number of sessions attended and the increased number of 
psychiatrists that a patient is seen by, would seem to be the 
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c o m p a r a t i v e l y greater factors indicating the likelihood in prolonged 
and continued attendance. 
9.2) R e c o m m e n d a t i o n s 
In terms of delivery of service in the psychiatric clinic, from 
the discussion and implication of this thesis in Chapter eight, the 
following are the recommendations to be implemented. 
1)To explain to the patient the aims, scope, probable results, 
side effects, and duration of the kind of treatment to which the 
patient is assigned, and make sure he or she understands his or her 
role in it. 
2)To encourage the participation of other family members in the 
overall treatment and rehabilitation process whenever appropriate. 
3)To undertake some measures such as mental health projects and 
publishing of pamphlets available at the psychiatric clinics to both 
the patients and their family members, 
4)To find out whether a patient has previously defaulted. If he 
has, explore the reasons for it with him thoroughly and right away. 
5)To m a i n t a i n a minimal turnover of psychiatrist for a individual 
patient during the course of treatment. 
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6)To establish close working relationships vith the medical 
p r a c t i t i o n e r s , both in the public and the private sector. 
7)To explore the facilities for continuity of care early in the 
course of outpatient treatment, especially for those in categories with 
a need for long term care (i.e. psychoses etc.), 
8)To eliminate waiting lists and offer immediate screening 
services to new patients. 
In terms of the government's role in the delivery of service in 
the psychiatric clinic. The followings are the recommendations be 
implemented, 
1)To continue to finance the subsidized medical service so as to 
provide the lov cost service to needy patient, 
2)To co-ordinate the psychiatric service resulting in pooling of 
resources b e t w e e n primary health care and specialist care. 
9 . 3 ) Siiqaestiop fnr future vork 
The study on identifying factors affecting the drop-outs from 
treatment and prolonged & continued attendance is in no way a 
comprehensive study. It only identifies some of the more quantifiable 
factors at one point of time, A number of issues concerning defaulting 
f 細 treatment require further clarification. Is defaulting a 
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r e f l e c t i o n of the severity of their illness, the level of psychiatric 
care in the clinic, the failure of attending psychiatrists to develop 
t h e r a p e u t i c alliance with their clientele, the inadequate community 
social support systems or the standard of care provided by the 
p s y c h i a t r i c outpatient services? Are they related to patient variables, 
such as inability to accept recommended care because of the social 
stigma associated vith being a psychiatric patient, or variables 
related to the psychiatrist such as frequent change in psychiatrist? 
Prospective studies are required to arrive at a more definitive answer 
to these questions. 
The study on identifying factors affecting the need for prolonged 
and continued attendance in psychiatric outpatient service in this 
thesis is in no way a comprehensive study. Furthermore, the dependence 
on public psychiatric outpatient services, and the lack of other 
medical sources to discharge patients are believed to have played a 
role in the need for requiring prolonged and continued psychiatric 
treatment as reflected in the results of the overall pattern of 
c o n s u l t a t i o n await to be empirically clarified. Again, a longitudinal 
study of psychiatric out-patients is needed in order to identify 
factors predisposing to prolonged and continued attendance, so that the 
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TABLE 
































1.1 :Agp group by sex of the subjects. 
1.3 :Marriage status of the subjects 
1.4 :Persons living with the subjects 
1.5A :Number of Siblings of the subjects. 
1.5B :Sibling Order of the subjects. 
1.6 :Educational attainment by age group of the subjects. 
1.7 :Type of Housing of the subjects 
1.8A :Employment Status by sex of the subjects 
1.8B :Employed subjects by sex 
1.8C :Economically inactive subjects by sex 
1.9 :Referral sources of the subjects 
1.10 :Reason for referral of the subjects 
1,12 :Presenting Symptoms of the subjects 
1.13A:The subjects' duration of illness(presenting symptoms) 
prior to consultation to the clinic 
1.13B:ICD-9 Diagnosis of the subjects 
1,13C:Further breakdown of Neurotic Disorders 
1.13D:Further breakdown of Affective Psychosis 
1.14A:Descriptive statistics for the number of psychiatrist 
seen by, number of session attended and number of sessions 
defaulted of the subjects 
5.1.14B:Condition on discharge of the subjects. 
5.1.14C:Forms of treatment received by the subjects, 
5.1.15A:Outcome of Attendance of the subjects 
5.1.15B:Discharge of the subjects 
5.2A :ICD-9 Diagnosis by Age group and Male 
5.2B :ICD-9 Diagnosis by Age group and Female 
6.2A :Type of Housing by drop-outs/non-drop-outs 
5.2B ：ICD-9 Diagnosis by drop-outs/non-drop-outs 
6.2C •• Emotion symptom by drop-outs/non-drop-outs 
6.2D :Suicidal symptom by drop-outs/non-drop-outs 
6.2E :Infantile Autism symptom by drop-outs/non-drop-outs 
6.2F :Alcohol-substance abuse by drop-outs/non-drop-outs 
6.2G :Psychological therapy by psychiatrist by drop-outs/ 
non-drop-outs 
1 
Table 6.2H ： 
Table 6.21 ： 
Table 6-2J 

















Supportive Psychotherapy by psychiatrist by drop-outs/non-
drop-outs 
:Broad Diagnosis by drop-outs/non-drop-outs 
:Continuous variables by drop-outs/non-drop-outs 
Code sheet for the variables considered in this study using 
drop-outs as dependent variable 
:Summary for stepwise multiple logistic regression model 
using 'drop-outs' as dependent variable 
:Age group by treated & discharged/prolonged & continued 
attendance 
:Type of Housing by treated & discharged/prolonged & 
continued attendance 
:Educational attainment by treated & discharged/prolonged & 
continued attendance 
:Duration of illness(presenting symptoms) by treated & 
discharged/prolonged & continued attendance 
:Source of referral by treated & discharged/prolonged & 
continued attendance 
:Obsessive/compulsive symptoms by treated & discharged/ 
prolonged & continued attendance 
:Other behaviour by treated & discharged/prolonged & 
continued attendance 
:Hyperkinetic symptoms by treated & discharged/prolonged & 
continued attendance 
Infantile Autism symptoms by treated & discharged/prolonged 
& continued attendance 
:Use of Medication by treated & discharged/prolonged & 
continued attendance 
:Occupational therapy by treated & discharged/prolonged & 
continued attendance 
:Social worker by treated & discharged/prolonged & continued 
attendance 
:School Placement by treated & discharged/prolonged & 
continued attendance 
.Referral to Other specialist by treated & discharged/ 
prolonged & contimied attendance 





:Continuous variables by treated & discharged/prolonged & 
continued attendance 
Code sheet for the variables considered in this study 
using 'prolonged & continued 
variable 
Table 7.3B :Summary for stepwise multiple 
using 'prolonged & continued 
variable 
attendance* as dependent 
logistic regression model 
attendance‘ as dependent 
Table 5. Age groi?) by sex of the subjects. 
Age group 
by Sex 
Male Female Total 
2-19 112(34.5%) 46(12.3%) 058(22.6%) 
20-39 132(40.6%) 201(53.9%) 333(47.7%) 
40-59 55(16.9%) 80(21.伪） 135(19.3%) 
60-88 26( 8.0%) 46(12.3%) 72(10.3%) 
1 Total 325( 100%) 373( 100%) 698( 100%) 
Table 5.1.3 : Marriage status of the subjects 





























Note: (DThere were 356 cases carried no information 
of number of siblings. They were therefore 
excluded from calculatiag percentage. 
Table 5.1.5B: Sibling Order of the subjects. 
SiWing Order 0 ^ 9 8 ) 
N (%) 
， l e 5.1.5A: Number of SiMings of the subjects. 
Number oi Siblings {1^98) 
N (%) 
Note: (DThere vere 356 cases carried no informatioa 
of Sibling Order. Ihey were therefore 
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Table 5.1.6: Educational attaincent bv age group of the subjects. 
Educational 















38 (24.U) 17(5.U) IK 8.1%) 28(38.9%} 94(13.5%) 
Prinary 65(41.U) 130(39.0%) 86(63.7%) 40(55.6%) 321(46.0%) 
1 Secondary 50(31.6%) 158(47.4%) 31(23.0%) 3( i.2%) 242134.7%) 
1 Post-secondary 5( 3.1%) 28( 8.n) 7( 5.1% 1( \A%] 41 ( 5.8%) I 
Table 5.1.7 ： Type of Housing of the subjects 
Type of Housing (N=698) 
N {%) 
Public & aided housing^ 3(0 (48.7) 1 
1 Private housing】 273 (39.1) 
1 Tenporary housing 30 ( 4.3) 
1 Institutions 28 ( 4.0) 
1 Hoie Ownership Scheie 25 ( 3.6) 
1 Staff Quarter 2 ( 0.3) 
(1) Public and aided housing included the public housing 
estate, and the Hong Kong Housing society estates. 
(2) Private housing included the private housing blocks 
(self-contained and non-self-contained), and lodern styled 
bungalow/villa/cottage. 


















Table 5J.8B: Eaployed subjects by sex 
Employed subjects by sex Hale Penale Total 
- — - (N=193) (N=368) 
Skilledfe.g.driver, clerk, 85(44.0%) 67(38.31) 152(41.4%) 
1 secretary) 
Unskilled(e.g,labourer,cleaner} 34117.6%) 58(33.11) 92(25.0%) 
SeBi-skiiledle.g.posUan, office 42(21.8%) 36(20,6%) 78(21.1%) 
assistant, fishaan, farier) 
1 Intenediate (e.g.schoolteacher, 23(11.9%) 13( 1A%] 36( 9.8%) 
1 nurse, police, proprietor) 
{ Professional, higher lanagerial 9( 4.7%) 1( 0.6%) 10( 2.7%) 
1 
i Ecofloiically inactive subjects by sex Male Peiale Total 
(N=113) (N=185) (N=298) 
Student 92(81.4%) 41(22.2%) 133(44.6) 
1 Housewife 0 (0.0^ } 121(65.4%) 121(40.6) 
1 Retired person 18(15.9%) 21(11.4%) 39(13.1) 
Sheltered vorkshop 3 (2.7%) 2(LU) 5( 1.6) 
Table Referral sources of the subjects 
1 
Referral Source (N=698) 
« ⑴ 
i. Prince of Wales Hospital 
Department of Medicine 108 (15.5) 
Psychiatry 82 (11.7} 
A & E 54 (7.7) 
Paediatrics 35 (5,0) 
Orthopaedics 14 (2.0) 
Surgery 14 (2.0) 
0 & G 11 (1.6) 
Oncology 3 (0.4) 
321 (45.9) 
2. General practitioner 219 (31.4) 
3, Other hospitals/Clinic/ 81 (11.6) 
Accidence & EnergencY Dept. 
4, Social Worker 27 (3.9) 
5. Education Department 23 (3.3} 
6. Private psychiatrist 22 (3.2) 
7. Direct without referral 3 (0.4) 
8. School 2 (0.3} 
Table 5.1.10; Reason for referral of the subjects 
J[N=698j_ 




Discharged inpatient rehabilitation 
Depression 
Emotional disorder 
Voices & /or delusion 
Suicidal 
Hyperactivity 
Other behaviour symptoms 
Other sleep disorders 
Aggressive/Intoierable/Disturbing 
Psychosis 
Requests for assessment and reports 
Autisi features 
Psychological factor affecting 
physical condition 
Meaory impairient 
Conduct & diligent disorders 
Social symptoms outside the family 
Obsessive conpulsive disorders 







Alcohol related disorders 
Overdose 
Predialysis assessnent 
Postpartua (<3/12) disturbance 
Learning syiptoiis 
Marital and faiily probleiis 
School attendance synptons 
Phobic disorders 
Side effects of medication . 




Self neglect e.g.not eating/drinking 
Wandering in street 
Malingering 
Organic brain syndrome 
Pathological mood contents 
Yes No 
( 1 8 . 6 � ) 
( 1 6 . 6 % ) 
(13.3%) 
(12.3%) 
m . n ) 
(7.01) 
























6 8 0 

















I 2.4%) 681 (97.6!U 
( 2,n} 684 (98.0%) 
( 1.6%) 687 (98.4%) 
( 1.6%) 687 (98.41} 
( 1.6%) 687 (98.4%) 
( 1.4%) 688 (98.61) 
{ 1.3%) 689 (98.71) 
( 1.3%) 689 (98.7%) 
{ l . W 690 (98.9%) 
( 1.0%) 691 (99.0%) 
{ l.Oi) 691 (99.0%) 
( 1.0%) 691 (99.0%) 
{ 1.0%) 691 (99.0%) 
( 0.81) 692 (99.1%) 
( 0.7%) 693 (99.3%) 
( 0.7%) 693 (99.3%) 
( 0.7%) 693 (99.31) 
( 0.7%) 693 (99.3%) 
( : 0.6%) 694 (99.4%) 
(丨 0.6%) 694 (99.4%) 
(1 d.U) 695 (99.6!fe) 
{1 695 (99.6!^ ) 
(I 695 (99.6%) 
( ( ).n) 695 (99.6!fe) 
( ( 695 (99.6%) 
( ( ).n) 697 (99.9%) 
(c ).W 697 (99.n) 
(c 1.1%) 697 (99.9%) 






Other Behaviour Symptoms 
Delusian/Paranoid 
Suicidal Symptoms 
Overt disturbance of 

























Table 5.1.13A: The subjects' duration of illness (presenting synptoms) prior to 
Duraticm of illness (presenting sYmptuHs) Total 










Table 5.1.12: Presenting Symptoms of the subjects 
_ _ _ _ _ (N=698) 
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Table 5.1.13B: ICD-9 Diagnosis of the subjects 
im-9 Diagnosis 
Psychoses 
Senile & presenile organic psychotic canditiais [290] 
Alcoholic Psychotic [291] 
Drug Psychotic [292] 
Other organic psychotic conditions [chronic] [294] 
Schizophrenic Psychoses[295] 
Affective Psychotic [2%] 
Paranoid States [297] 
Other nan-organic psychoses [298] 
















Sexual deviations & disorders [302] 
Alcohol dependence syndrome [303] 
Drug dependence[304] 
Special syrrptoms or syndrome N0S[307] 
Acute reaction to stress[308] 
Adjustment reaction [309] 
Special iKx^sydiotic mental disorders following 
organic brain, damage [310] 
Depressive disorder not elseviiere classified [311] 
Distuii)aiice of cxxiduct not elsevdiere classified [312] 
DisturiDance of emotiai specific to 
childhood & Adolescence [313] 
Hyperkinetic syndrome of childhood [314] 
Specific Delay in develqxnentplS] 
Psychiatric factors associated vith 


















1 ( 0.1) 
6 ( 0.9) 
22 ( 3.1) 
13 ( 1.8) 
18 ( 2.9) 
3 ( 0.4) 
1 ( 0.1) 
355 (51.0) 
No Psychiatric Diagnosis 
Miscellaneous 
Mild mental retardaticHi[317] 
Other specified mental retardation [318] 
Unspecified mental retardaticai[319] 
Marital Problem [61.1] 
Childhood or adolescent antisocial behaviour [71.1] 










( 0 . 1 ) 
(0,0) 
( 0 . 6 ) 




Table 5.1.13D: Further breakdown of Affective Psychosis 
Affective Psychosis [2%] 
Major Depressicn-recurrait [2%. 3] 
Bipolar disorder-manic [2%. 4] 
Major D^ressicn-single episocte [296.2] 




Anxiety Disorder N0S[300.n0] 
Obsessive Compulsive Neurosis[300.30j 
Gaieralized Anxiety Disor^rt300.02] 
1 Panic Disorder without agoraphci)ia[300.01] 
Agoraidid)ia without history of panic disorder [300.22] 
1 Hysterical neurosis, cxxiversioi type[300.11] 
PsychogaiLc fugue[300.13] 












Table 5.1.14A: Descriptive statistics for the miiiber of psychiatrist seen by, number of 














Mean 2.052 9.221 1.957 1 
Median 1 5 1.5 
Miiiinun 1 1 1 
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liable 5.1.14B: Condition on discharge of the subjects 
Condition on discharqe 
(N = 698) 
Worse No Change SoBe Iiprovtflient Hai-ke^- laprcveieut Recovered Unknown 
1(0.U} 65(9.3M 166(23.n) 455(65.2%) 6(0.9%) 5(0.7%) 1 
Table 5.1.14C: Forms of treatient received by the subjects, 
mn] 
Foris of Treatment Yes No 
dedication 389 (55. .n) 309 (44. ,3%) 
hsessient/therapy by Ciinicai Psycbolo^ ist 87 (12, 611 {81, 
Supportive psychotherapy 75 (10, ,n) 623 (89, ,3%) 
Psychological therapy to patient 54 ( 1 ,n) 643 (92, 
Faiiiy psychotkerapy 41 i 5, ,9%) 651 m . 
Hedical social lorker 29 (i. 670 (95, ,8%) 
Occupation therapy 25 (3, 673 (96, Ah] 
Eefer to other specialist 20 (2, 675 (96, 
Sleep assessnent 18 (2. ,6%) 680 (97, 
School placeient 9 (1, i3、） 689 (98, .U] 
Psychological therapy to parents t 0 { 0, 9%) 692 (99, 
Table 5.1.1511 :Outcoie of Attendance of the subjects 
Drop-outs Treated i discharged Prolonged & continued 
attendance 
378(54.2%) 152(21.8%) 
Table 5.1.15B: Discbarge of tlie subjects 
Discliarges (H=378) 
S ⑴ 
No folio* up required/PRN 329 ( 87.1^ ) 
Voluntary adeission to lental hospital 9 { 2.n) 
Coipulsory adnission to lental hospital 1 { 0.3%) 
Folio* up by general practitioner in private practice 2 ( 0.5、） 
Folio* up by psychiatrist in private practice 3 { 0.8%) 
Folio* up by general heaiU clinic 9 ( 2.4%) 
Follow up by other psychiatric specialist clinic 1 ( 0.5%) 
idiit as in/day patient,Prince of lales hospital 17 ( 4.5%) 
Referral to other specialties 6 ( 1,5%) 
Table 5.2i: ICD-9 Diagnosis by Age group and Kale 
li ‘ - ― ― — — 1 ‘ 1 
ICD-9 diagnosis by H 9 20-39 40-59 60-88 Total 
ige group and Kale ( 剛 {B=132) (N=55) (8=26) (H=325) 
PSYCfiOSBS (fl=34) (N=37) (ff=10) (»=13) (11=94) 
Organic disorders[290-294] 0( 0.0、} 1( 0 州 0(0.OM 0 (0.0%) ll 0.3%) 
Schizoplirenic psychoses[295] 10( 8.9%) m i U H ) 5(9.1V) 1 44(13. 
iffective psychotic[296] 3( 2.7%) 2( UH) 1(1.8\) 0 (0.0^ ) 6( 1.8%) 
Paranoid states[2911 1{ o.n) 3{ 2,]H) 2(3.6%) 5(19.2%} 11{ 
Psychoses lith origin 20(1?.n) 1{ 0.8%) 0(0.0%) 1 (3.8%) 22( 6.7\) 
specific to childhoo(ll2991 
Other noB-psychotic 0( 0.0%) 2( U\) 2(3.⑷ 6(23.1%) 10( 3.0\) 
psyclioses[298) 
1 8EUR0SES {N=59) (H=55) (11=36) (N) {8=158) 
1 fiearotic disorders(300] 5( US] 33(25.OM 28(51.0%) 5(19.3%) 71(21.8%) 
1 Personality Disor(iers[3011 0( 0.0%) 1{ OJM 0{ 0.0%) 0 (0.0%) 1{ 0.3、} 
iicohol or Drugs dependence 0( 0.0%) 3{ 2.3V) 3( 5.5M 1 (3.8、} 1{ 2.n) 
(303i3041 
Special syiptoBs or syndroie 8( 1.H) 8( 6.0%) 1{ US] 2 (7.6%) 19( 5.8\) 
BOS[3071 
idjustient reaction[309] 5( US) 4( 3.0、） 3{ 5.5%) 0 (0.0*) 12{ 3.n) 
Hearoses specific to 28(25.0%) 1( OJ、） 0{ 0.0、） 0 (0.0%) 29{ 8.9V) 
cliiidbQ()W13-315】 
Other neuroses 13(11.6%) 5( 1( 1.8%) 0 (O.OM 19{ 5JV) 
Omi DUGNOSES (H=19) (11=40) _ (H=5) (H=73) 
Ho Clinical Diagnosis 18{16.U) 37(28.0^ 1) 6(10.9V) 5(19.4%) 66(20.3、） 
Hiscella&eous 1( 0.9%) 3( 3( 5.5、） 0 {0.0、} 1{ 2.2V) 
Total 112(100%) 132(100、） 55 { 腿 ） 26( 100、） 325{1_ 1 
Table 5.2B: ICD-9 Diagnosis by ig e group and Feiale 
fl 
ICD-9 Diagnosis by 2-19 20-39 40-59 60-88 
I 
Total 
Ige aroiip and Feiale (N=201) _ ) {N=46) ( 剛 
PSKHOSES (11=13) { 刚 (»=24) (11:108) 
Organic (lisordersl290-2941 0( 0.0、） 1( 0.5M 1{ US) 15(32. n( 4.7M 
Schizophrenic psychosesl2951 8(11.4%) 30(15.0、） 6( 7.5%) 1 (2.2、1 45(12.2%) 
iffective psychoticl296] 0( 0.0、） IK 5.5\) 6( ?.5\) 3 (6.5\) 20{ 5.4\) 
Paranoid states[2971 1( 2.2%) 5( 2.5%) 8(10.0%) 4 (8.?%) 181 4JM 
1 Psychoses vith origin 4( Llh] 0( 0.0、} 0( 0.0、） 0 (0.0、} m 
1 specific to childhood[299] 
Other non-psychotic 0( 0.0、） 0{ 0.0%) 3( lis) 1 (2.2%) 4{ 1.0、） 
psyclioses(298] 
NEUROSES (K=25) (11=108) {8=46} (H=18) (8:197) 
neurotic disorders(300] 8(17. 81(40.3%) 35(43.7%) 12(2S.1\) 136{36.4\) 
Personality Disorders(301] 0( 0.0%) 1( 0.5%) 1{ i.n) 0 (0.0、） 2( 0.5\) 
ilcohol or Drngs dependence 0{ O.OM 1( 0.5M i( i.ni 1 {2.U) 3{ 0 州 
(303i304] 
16( US) Special syiptois or syndroie 2{ 4.3%) 7( 3.5H) 5{ 6.3%) 2 (4.3%) 
808(3071 
2 (4.3%) 18( US] yjustient reaction[3091 3{ 10{ 5.0%) 3( 3J\) 
Heoroses specific to ((8.n) 1{ 0.5、} 0( 0.0、） 0 (0.0、} 5( 1.3\) 
cliildhoodl313-3151 
1 《2.1、） 17( 4.5%) Other neuroses 8 { 謂 1{ 3.5\) 1( US] 
OTBBR DU680SBS (N) (1=46) (H:4) (H8) 
So Clinical Diagnosis 8(17.3%) 39{19.tt) 4 謂 59{15.8\) 
1 Hiscellaneous 0( 0.0、） 7{ 3.5\) 2( 2,5%) 0 (0.0\) 9(2.5、） 
1 Total 46(100\) 201(100%) 80( 100%) 46 (100\) 373(100\) 1 
Table 6.2l;Type of Hoasing by drop-outs/non-drop-outs 
1 Type of 
Housing 
Public Home 0*ner 
scheme 
Private Teiporary Institution Total 
drop-outs 94(21.6%) 0( 0.0%) 62(22.6M 1(23.3%) 5(11.n) 168(24.1%) 
1 Bon-drop-ODts 24]{12.n) 2 5 { 酬 212(11.4%) 23(76.n) 23(82.1%) 530(15.9%) 
Total 341{ 100%) m 酬 2 7 4 (酬 30( 100%) 2 8 ( 酬 698{ iOOM 
Table 6.2B:ICD-9 Diagnosis by drop-o\its/DOD-drop-outs (treated 
and prolonged & continued attendance) 
discharged 













1 Psychoses lith origin 
specific to childhood[299] 
Affective psychotic丨 
Organic disorders(290-294l 

















2( 6.9^ ) 
18(69.2%) 
9(34.6\) 













1 Special syiptois or syndroieNOS [307] 
Neuroses specific to childhood [313-315] 
idjustient reaction(309] 
ilcohol or Drugs depeiidencel303U04] 

























3 5 圃 
3 4 酬 
30(100%) 
IHIOO^ ) 3_ 
orm DIIGIOSES 















37«{54.2\) 152(21.8\) 698(100%) 
Table 6.2C;EBQtion syaptoi by drop-outs/non-drop-outs 
Elotion synptos Mo Yes Total 
drop-outs 160(25.1%) 8(13.1%) 168(24.1%) 
noD-drop-outs 53(86.n) 530(15.n) 
1 Total 637 { 腿 ） 61{ 100%) 698 ( 腿 ） 1 
Table 6.2D:Suicidal syiptoi b】 drop-outs/non-drop-outs 
1 Suicidal syiptoi No Yes Total 
drop-outs 152(23.1%) 16(39.0、） mm.m 
non-drop-onts 505(16.H) 25(61.0、） 530(15.n) 
Total m im) 41{ im] 698{ 100、} 
Table 6.2E :lDfaBtile i u t i s D syiptoi by drop-onts/noB-d rop-onts 
1 iDfaatile intisi syiptoa Ho Yes Total 
drop-oflts 168(24.9%) 0 {0\) 168(24.1^ ) 
1 Bon-drop-outs min.is] 22(100、） 530(75.9%) 
I Total 676{ 100%) 2 2 (訓 698( im) 
Table 6.2F:Alco!iol-SDbstance abuse by drop-out/non-drop-outs 
ilcohol-snbstance 
abuse 
No Yes Total 
drop-outs 160(23.5%) 8(50.0、） 168(24.1%) 
Don-drop-outs 522(16.5%) 8(50.0%) 530(15.9%) 
Total 682( 100%) 16( 100%) 698{ im] 
Table 6.2G:Psychological therapy by psychiatrist by drop-outs/non-drop-oiits 
Psychological therapy by 
psychiatrist 
No Yes Total 
drop-oats 148(23.0%) 20(31.U) 168(24. 
1 non-drop-oBts 496(11.0%) 34(62.9%) 530(15.9%) 
1 Total 6 4 4 (酬 54{ 100%) 698{ 100毛） 
able 6.2E:Supportive Psychotherapy by psychiatrist by drop-Quts/nop-drop-onts 
Supportive Psychotherapy 
by psychiatrist 
No Us Total 
drop-outs 143(23.0%) 25(33.3%) 168m.U) 
non-drop-outs 480(71.0%) 50(66.n) 530(15.9%) 
Total 623{ im] 75( 100、) m{腿) 
Broad Diagnosis Psychoses neuroses Others Total 
i drop-outs 37(18.3、） 102(28.n) 29(21.0^ ) 168(24.2%) 
1 Bon-drop-onts 165{81.7V) 253(71,3%) 109(79.0%) 527(75.8%) 
1 Total 202{ 100\) 355( 100、） 138{ 100、} 695( lOOM 
Table 6.2J Continuous variables by drop-outs/non-drop-ou ts j 
Kean SD P value 
























Table 6.3i: Code sheet for Ike variables considered in this study using 'drop-outs' 
dependent variable 
Variable Naie Code/Value 
？group 1. 02-15(KcfereDce group) 
2. ^ 0-39 
3. 4H9 
4. 60-88 
Eeferrer group^  1. Prince of Kales hospital group 
2. General practitioner group 
3. Other hospitals/clinics 
/accidence k eiergency 
departients group 
4. Others group(Eefereiice group) 
Educational attainient 1. No schoolinglReference group) 
2. Priaary 
3. Secondary 
4. above secondary 
Diagnosis Group 1. Psychoses 
2. neuroses 
3. OttierslReference qroup) 
Infantile Autistic syjiptoi 0. NoUekrence group) 
1. Yes 
Sex 0. iale(Eefereiice group) 
1. feiale 
Supportive Psychotherapy by 
psychiatrist 
0. HoUeference group) 
1. Yes 
Psychological therapy by 
DSYchiatrist 
0. Hoikeference group) 
1. Yes 
inxiety syiptoi 0. HofReference group) 
1. Yes 
Depression syiptoi 0. Uodeierence group) 
1. Yes 
Paranoid syiptoi 0. Ho(Reference group) 
1. Yes 
Suicidal syiptoi 0. SolReference group) 
1. Yes 
ilcohol & Substance abuse synptoB 0. NoUeference group) 
1. Yes 
Use of dedication 0. NoUeference group) 
1. Us 
Aggressive syiptoi 0. NoUeference group) 
1. Yes 
— £ 
1 rpterrers «ere qroupeQ inio luui aaiu yiuu^ a^. ( „ � . 
c f a l e h o s p i t a l g r o n p . b i c h i n c l u d e d the v a r i o u s d e p a r t m e n t s of the P r i n c e of ales h o s p i t a l 
l i n e S e n e r a l p r a c t i t i o n e； g r o u p i b i c h i n c l u d e d g e n e r a l p r a c t i t i o n e r s and p r i v a t e p s y c h i a t r i s t s . 
l ) T h P o t h e r h o s D i t a l s , c l i n i c s , and a c c i d e n t and e B e r g e n c y d e p a r t i e n t s g r o u p . .“ ‘ < 】 
；IS： = 二 二 二 l ^ i d i n c l u d e d E d u c a t i o n d e p a r U e n t , s o c i a l w o r k e r s , s c h o o l s and di r e c t v i t h o . t referral 
Table 6.3B:Suiiiiary for stepwise multiple logistic regression node! 





of Odds Ratio 
laiting *eek 
betieen referral 
k 1st attendance 
.0414 1.0423 .0041 1.01,1.07 








.6308 U192 .0350 1.05,3.38 
Total »eek 
Utended 
-.0208 .9194 .0000 0.91,1.08 
Umber of session 
1 Defaulted 
.5003 1.6492 .0000 1.36,2.01 
1 Constant -1.6046 .0000 
Hodel Chi-sqnare=104.644, df=6, Sigiiificaiice=.0000 
able ?.2A:Age group by treated & discharged/prolonged & continued attendance 
Age group (19 20-39 40-59 60-88 Total 
Treaced & 
discharged 
73(59.8M 189(76.21) 77(71.3%) 39(75.0^) 378(71.3%) 
Prolonged & 
contiued attendance 
49(40.2^) 59(23.81) 31(28.7%) 13(25.0%) 152(28,7%) 
Total 122( 100%) 248( 100%) 108( 100%) 52{ 100%) 530( 100%) 
able 7.2fi:Type of Housing by treated & discharged/prolonged & continued attendance 
Type of Housing Public Hone 
Ownnership 
Scheie 
Private Temporary Institution Total 
Treated & 
discharged 
164(66.4%) 8(32.0%) 170(80.2%) 20(86.9%) 16(69.61) 378(71.3%) 
Prolonged & 
continued attendance 
83(33.6%) 17(68.0%) 42(19.8%) 3(13.0%) 7(30.4%} 152(28.6%) 
Total 247( 100%) 25( 100%} 212( 100%) 23( 100%) 23( 100%) 530( 100%) 
Table 7.2C:B(iucational at tainaent by treat ed k discharged/prolonged & contj inued attendance 
Educational 
attainisent 
No schooling Primary Secondary Secondary 
Above 
Total 
1 Treated & 
discharqed 
43(57.3%) 163(66.8%) 1卯3.1%) 25(73. 378(71.3%) 
Prolonged & 
continued attendance 
32(42.7%) 81133,2%) 30(16.州 9(26.5%) 152(28.6%) 
Total 75( 100%) 244( 100%) 177( 100^) 34( 100%) 
530( 100%) 
Table 7.2D:Duration of il lness(Dresentinq syiptonis) by treated & discharged/Prolonged & cont 
inued attendance 
Duration of illness 
(presenting syaptoiis) 
U year l-3years 3-5years >5year Total 
Treated k 
discharaed 
204(77.8%} 127(67.2%} 24(60.0%) 14(63.6%) 
369(71.9%) 
Prolonged k continued 
attendance 
58 (22.ni 62(32.W 16(40,0%) 8(36.4%) 
144(28.0%) 
1 Total 262 ( lOOM 189( 100%) 
40( 100%) 22( 1 _ 513( 1001) 















179(76,5%) 121(65.n) 41(65.U) 37 (77 .rt) 378(71.3%) 
1 Prolonged h 
continued 
attendance 
55(23.5%) 64(34.6%) 22(35.0%) 11(22.n丨 152 (28 .n) 
LJotal 234( 100%) 185( 100%) 63( 100%) 48( 100%) 530( 100%) 
able 7.2F:Obsessive/coipulsive syiptoES by treated k discharged/prolonged k continued attendance 
Obsessive/coispulsive 
syiptoffis 
NO Yes Total 
Treated k 
! discharged 
376172.0%) 2(25.01) 378(71.3毛） 
1 
1 Prolonged & continued 
attendance 
146(28.0%) 6(75.0%) 152(28.7%) 
1 Total 522( 100%) U 100%) 530( 100^ ) 
Table 7.2G:Other behaviour by treated & discharged/prolonged k continued attendance 
Other behaviour No Yes Total 
Treated k 
discharged 
350(70.3%) 28(87,5%) 378(71.3%) 
Prolonged k continued 
j attendance 
148(29.71) iiU.W 152(28.71) 
i Total 498 ( 100%) 32 ( 酬 530( 100%) 
Table 7.2H:Hyperl(inetic s ；yuptoiis by treated & discharged/prolonged continued attendance 
Hyperkinetic sy即tons No Yes Total 
Treated & 
discharged 
374(73.5%) 4(19.0%) 378(71.3%) 
1 Prolonged & continued 
1 attendance 
IH^  
135(26.5%) 17(81.01) 152(28.7%) 
Total 509( 100%) 21( 100%) 
530( 1001) 









Others group Total 
Treated k 
discharged 




55(23.5M 64(34.6%) 22(35,01) 11(22.n) 152(28.7%) 
Total 234( 100%} 185( 100%) 63( 100%) 48( 100%) 530( 100%) 
able 7.2F:Obsessive/coipulsive syniptoMS by treated & discharged/prolonged k continued attendance 
Obsessive/compulsive 
syiptois 
NO Yes Total 
Treated k 
discharged 
376172.0%) 2(25.0%) 378(71.31) 
i 
1 Prolonged k continued 
attendance 
146(28.0%) 6(75.0%) 152(28.7%) 
1 Total 522 ( 100%) 8( 100%) 530( 100%) 
Table 7.2G:Other behaviour by treated k discharged/prolonged k continued attendance 
Other behaviour No Yes Total 
Treated & 
discharged 
350(70.3%) 28(87.5%) 378(71.3%} 
Prolonged k continued 
attendance 
H8{29.7I} 4(12.51) 152 (28.n} 
Total 498( 100%) 32( 100%) 530( 100%} 
Table 7.2H:Hyperkinetic £ ；ynptoiis by treated k discharged/prolonged continued attendance 
厂 
Hyperkinetic syiptoois No Yes Total 
Treated k 
discharged 
374(73.5%) 4(19.0%) 378(71.3%) 
Prolonged & continued 
attendance 
135(26.5%) 17(81.0%) 152(28.7%) 
Total 509( 100%) 21{ 100%) 
530( 1001) 
able 7.2I:Infantile Autism syaptoffis by treated k discharqed/Prolonqed & continued attendance 
Infantile Autisi 
symptois 
No Yes Total 
1 Treated k 
discharged 
373(73.4M 3(22.7” 37C(n.3%) 
1 Prolonged & continued 
I a t t e n d a n c e 
135(26.6%) 17(77.2%) 152(28.7%) 
Total 508( 100%) 22( 100%) 530( 100%) 
Table 7.2J:Use of Medication by treated k discharged/Prolonged k continued attendance 
Use of Medication No Yes Total 
Treated k 
discharged 
201(84.1%) 177160.81) 378(71.3%) 
Prolonged k continued 
attendance 
38(15.9%) 114(39.1%) 152(28.7%) 
Total 239( 100%) 291( 100%) 530( 100%) 
Table 7.2K:Occupational therapy by treated i ( ischarged/prolonged & continued attendance 
Occupational therapy No Yes Total 
Treated k 
discharged 
372(73.4%) 6(26.U) 378(71.3%) 
Prolonged & continued 
attendance 
135(26.⑷ 17(73.9%) 152(28.7%} 
1 Total 507( 100%) 23( 100%) 530( 100%) 
Table 7.2L:Social worker by treated & discharged/prolonged k continued attendance 
Social worker No Yes Total 
Treated k 
d i s c h a r g e d 
366(72.6%) 12(46.2%) 378(71.3%) 
Prolonged & continued 
a t t e n d a n c e 
138(27.4%) 14(53.8%) 152(28.7%) 
Total 504( 100%) 26( l o w 
530( 100%) 
TAhiP 7.:!M!Srhool Placement by treated k disc harged/Prolonged & con tinned attendance 
School Placeiaent No Yes 
Total 
1 Treated & 
1 discharged 
376(72.01) 2(25.01} 378(71 . 3M 
Prolonged & continued 
1 attendance 
146(28.0%) 6(75.0%) 152 (28 . 7M 
Total 522( 100^) 8( 100%) 
530( 100%) 
Referral to Other 
specialist 
No Yes Total 
1 Treated k 
1 discharged 
372(72.6、） 6(33.^ .%) 373(71.3%) 
Prolonged k continued 
attendance 
140(27.3%) 12(66.6%) 152(28.7%) 
i Total « 1 512( 1001) 18( 1001) 530( 100%) 
able 7.20:Broad diagnosis by treated k discharged/prolonged k continued attendance 
Broad diagnosis Psychoses Neuroses Others Total 
Treated & 
discharged 
92(55.7%) 179(70.6%) 105(96.4%) 376(71.3%) 
Prolonged k 
continued attendance 
73(44.n) 74(29.2%) 4( 3.61) 151(28.6车} 
Total 1 6 5 (腿） 2 5 3 ( 腿 ） 109( 1001) 527( 100%) 
Table 7.2P:Continuous variables by treated & discharged/prolonged & continued attendance 
Mean SD P value 
Waiting period between referral 
and first attendance 
Treated k discharged 6.50 5.80 0.000 
Prolonged & continued attendance 8.40 7.20 
Nuiiber of session defaulted 
Treated & discharged 0.30 0.80 0.000 
Prolonged & continued attendance 1.00 1.60 
Nuffiber of psychiatrist seen by 
1.20 Treated k discharged 1.50 0.000 
Prolonged k continued attendnace 、 4.00 2.40 
Number of session attended 
Treated & discharged 6.36 7,36 0.000 
Prolonged & continued attendance 19,55 10,38 
Table 7.311: Code sheet for the variables 
psing 'prolonged k continued 
considered in this study 
attendance' as dependent 
Variable Naie Code/Value 




Referrer group 1. Prince of iales hospital group 
2. General practitioner group 
3. Other hospitals/ciiiiics 
/accideDce h energency 
departments group 
4. Others gronpfReference group) 
Educational attainient 1. No schooling(Reference group) 
2. Prisary 
3. Secondary 
1 4. above secondary 
Type of Sousing i. Public{Reference group) 




Diagnosis Group 1. Psychoses 
2. Neuroses 
3. Others{Reference group) 
Sex 0. naleUeference group} 
1. feiale 
Use of dedications 0. 8o{Reference group) 
1. Yes 
Occupational therapy 0. Bo deference group) | 
1. Yes 
Social writer 0. HolReference group) 
1. Yes 
School placement 0. Ho{Reference group) 
1. Yes 
Referral to other 0. SolReference group) 
specialist 1. Yes 
Broad diagnosis 1. Psychoses 
2. neuroses 
0. OtherslEeference group) 
Table 7.3B:SMiary for stepwise lultiple logistic regression lodel 

















Psychoses 1.4190 4.3882 .0125 1.38,14.00 
Occupational 
therapy 
1.5513 4.1176 .0113 1.42,15.67 
Referral to other 
specialist 
1.8916 6.6303 .013? 1.47,29.84 
diiiber of psychiatrist 
seen by 
.4012 1,5025 .0000 1.26, l.?9 
laiting week 
betieen referral 
k 1st attendance 
.0596 L0614 .0066 1.02, 1.08 
Haiber of session 
Utended 
.1183 1.1256 ,0000 1.09, 1.17 
Constant -4.1920 .0000 




RECORDING SHEET USED BY THE RESEARCH OF THE PATTERN OF CONSULTATION 
BY PATIENTS ATTENDING LI KA SHING PSYCHIATRIC CLINIC 
ID NO, 
NAME 
PSY CPD NO, 
SECTION PATIENT DBHOGRiPHIC CHARiCTERISnC： 
Al. Sei H=l/F=2 
i2. Date of birth DD/HH/YY 




4=divorced or separated 
5=*idowed 
6=otlier/iinhoM 







A5. Year of residence if not locally born{oUenise 000) (Keeks) 
46. Race l.CMnese 2 Jon-Chinese 







A8. flaaber of Sibling Sibling Order 
i9. Type of 恥using 
l=Piiblic k Aid Bousing 





0 1 = u n s k i l l e d { e . g . l a b o D r e r , c l e a n e r ) 
0 2 = s e i i - s k i l l e d ( e . g . p o s t i a B , o f f i c e a s s i s t a n t , f i s h e r i a n . f a n e r ) 
03=s)ciiled(e.g.driver,cleric,secretary) 
0 4 = i n t e r i e d i a t e ( e . g . s c h o o l t e a c h e r , B i i r s e , p o l i c e ) 
05=professional,higher eanagerial 





ll=Child or Adolescent not in school 
12=receDtly aneiployed 
Ill, Educational Utainient 




05=Tertiary Son-degree course 
06=Tertiary degree course 
Section B: REFERRAL PROCESS k CONTENT 










10=l)irect without referral 
1 刚 Paediatrics 





B2. KilH RBiSON FOE iEFERML 






07=Psychological factory affecting 
physical condition 
08=Voices k /or delusion 
09=0rganic brain spdroie 
10=Stticidal 
ll=lggressi?e/lDtolerable/Disturbing 
12=Self neglect e.g.not eating/drinking 




11=ilcohol related disorders 
18=Sleep apnoea 
19=0tlier sleep disorders 
20=Eehabilitation 













D5 . D I S C H M G E 
01=No folio? up reqnired/PRN 
02=contiiine follo*-up 
03=Vohntary adeission to CPfi/KCH 
04=Coipalsory admission to CPE/KCH 
05=FO11O¥ by G.P. 
06=FoIlo* up by private psychiatrist 
07=PolIof up by GOPD 
08=Adi!!it as in/day patient,P»H 
10=rehr other specialties 
ll=(iefanlter 
26=e®otioiial d i s o r d e r 




3i=ffiarital and faniiy probleis 
32=reqiiest5 for a s s e s s m e n t and r e p o r t s 
33=soiatic syeptoBs 
34=patliological Bood contents 
35=suicidal syiptoss 
36=conduct & delinquent syaptois 
31=otlier b e h a v i o u r s y i p t o i s 
38=learsing syeiptois 
39=scliool attendance syiptois 
40=social syiptoffls inside tlie faiily 
41=social syiptois outside the faiily 
42=Obsessive/cofflpulsiife disorders 
43=pl!Qbic d i s o r d e r s 
44=fiyperkinetic spdroie 
45=Infantile autisi 
46=others, Please specify 
B3. DuiiTI08 OF iBOVE CONDITION IK KEEKS 
(000 if unknovn or non-applicable) 
SECTION C. THE CONTEST iSD PfiOCESS OF DIAGNOSIS, 
DURITIOH OF CUMENT ILLBESS, and iTTBBDANCE 
CI. Diagnosis data(ICD-9) 
C2.Period Betveen Referral and First ittendance in Keeks_ 
C3.Total ieeks Attend 
C4.Totai HBBber of Sessions Ittend 
C5Jaiber of sessions default 
C6Jutber of Psychiatrist seen by 
C7.0iitcoie of attendance � 
l=Drop-oiits 
2=Treated & Discharged 
3=Prolonged k continned attendnace 
SECTION D: TEE CONTENT iND PROCESS OF SYMPTOMS, TEEATHENT, 
CONDITION ON DISPOSAL and DISPOSAL 
Dl.SYMPTOHS-CRECKLIST 
Panic mack No=l/Yes=2 
Phobic Syfflptois No=l/Yes=2 
Obsessive/compulsive symptofis No=l/!es=2 








01=Ho folio? up required/PRN 
02=coiitinae follo*-np 
03=Vohntary adiisslon to CPH/KCH 
04=CoBpulsory adiission to CPH/KCH 
05=Follof by G.P. 
06=FoIloi up by private psychiatrist 
07=FolIoi up by GOPD 
08=A(}iit as in/day patient,PBH 
10=refer other specialties 
ll=(lefafllter 
J 
，奶 
h^hbhEODO 
saLjejqL-i >IH门3 
